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Abstract 
Background: Fâctors such as the shortage of personnel, hospital closures and mergers, 
the ageing of the population combined with the evolution of medical technologies have 
aIl added pressure to the health care system. These pressures have had an impact on 
CUITent work environments and health care workers' satisfaction. In light of the evidence 
on the influence of job satisfaction and retenti.on on the quality of care and patient safety, 
interventions are needed to address these issues. 
Objective: The objective were to examine the effect of Appreciative Inquiry on: 1) the 
development of innovative ideas regarding work organization; 2) changes in health care 
professionals' and particularly nurses' job satisfaction and intent to stay; and, 3) levels of 
empowerment, social network and perceived organizational support. 
Research design: The study used a multiple embedded case study design to access the 
multifaceted aspects relating to retenti on and innovation and examine the changes 
engendered by an AI intervention. 
Participants and setting: Two oncology ambulatory clinics constituted the cases; the 
embedded units were the health care and the management teams (N = 47 and 5) of an 
adult oncology division in a multi-site university affiliated health care centre in a large 
Canadian city. 
Methods: Multiple sources of evidence were used. They consisted of participant 
observation, questionnaires providing quantitative and qualitative evidence, interviews, 
direct observation and documentation. 
Results: AI provided a way to involve health care professionals in change processes by 
creating the opportunity and the conditions that promoted the emergence of innovative 
ideas. Sorne of these ideas were implemented during the study period. AI did not result 
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in improved psychological empowerment, perceived organizational support, support 
network or increased intent to stay. Job satisfaction decreased over time. Perceptions of 
organizational support and psychological empowerment were found to influence job 
satisfaction and intent to stay. 
Conclusion: This study makes a contribution to micro-systems examination of change 
processes and reveals how ideas evolve and are developed in a multidisciplinary context. 
AI represents a way to tap into the innovative potential of individuals within an 
organization. The findings suggest that upper and middle management support is 
required throughout change processes and that multilevel interventions need to be 
pursued to facilitate the implementation of innovative ideas and subsequently improve 
work environments. 
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Résumé 
Introduction: De nombreux facteurs ont contribué à exercer une pression sur le système 
de santé. La pénurie du personnel soignant ainsi que la fermeture et la fusion des 
hôpitaux, combinées à l'évolution constante des technologies médicales, ont eu un impact 
sur l'environnement et la satisfaction au travail. À la lumière des évidences sur 
l'influence de la satisfaction au travail et des facteurs de rétention sur la qualité des soins 
et la sécurité des patients, des interventions doivent être entreprises. 
But de l'étude: Cette étude a examiné l'impact de l'Interrogation Appréciative sur: 1) le 
développement d'idées innovatrices en matière de réorganisation du travail; 2) les 
variations de la satisfaction au travail et l'intention de rester en poste chez les 
professionnels de la santé, plus particulièrement chez les infirmières; et 3) les niveaux 
d'empowerment, du réseau de soutient social et de la perception du support 
organisationnel. 
Démarche de recherche: Étude de cas multiples avec unités d'analyse imbriquées afin de 
prendre en compte les multiples éléments qui entourent la rétention du personnel et 
l'innovation, et examiner les changements engendrés par l'lA. 
Participants: Deux cliniques ambulatoires d'oncologie constituaient les cas de l'étude. 
Les unités imbriquées étaient constituées des équipes de soins et des équipes de gestion 
(N = 47 et 5). L'étude s'est déroulée au sein de la division d'oncologie d'un centre de 
santé universitaire multi site de l'Est du Québec. 
Méthodologie: Des sources de données multiples furent employées. Des données issues 
de la documentation, d'observations directes, d'observations participantes, d'entrevues, et 
de questionnaires de type qualitatif ainsi que quantitatif furent utilisés. 
Résultats: L'lA a donné l'occasion d'impliquer les professionnels de la santé dans un 
processus de changement en créant l'opportunité et les conditions qui ont favorisé 
l'émergence d'idées innovatrices. Certaines de ces idées furent appliquées au cours de la 
période à l'étude. Le processus de l'lA n'a apporté aucune amélioration aux.sentiments 
d'empowerment, au réseau de soutient social, à la perception du support organisationnel 
et à l'intention de rester en poste. La satisfaction au travail a diminué au cours de l'étude. 
La perception du support organisationnel et de l'empowertnent se sont révélés des 
facteurs qui influencent la satisfaction au travail et l'intention de rester en poste. 
Conclusion: Cette étude a permis l'examen microscopique d'un processus de 
changement et a mis en évidence les façons selon lesquelles les idées émergent et se 
développent dans un contexte multidisciplinaire. L'lA représente une façon de puiser 
dans le potentiel d'innovation d'un groupe à l'intérieur d'une organisation. Les résultats 
démontrent également que le support des gestionnaires doit être présent tout au long du 
processus de changement. Des interventions à multiples niveaux doivent être entreprises 
pour permettre l'implantation des idées innovatrices afin d'améliorer l'environnement au 
travail. 
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Chapter 1 - Introduction 
There is a severe shortage of nurses and other health care professionals. This 
situation is being experienced both nationally and intemationally. In nursing, never 
before has the shortage been so significant (Pumell, Homer, Gonzalez & Westman, 2001) 
and it is compounded by an increasing problem in retaining nurses in their work place, 
both at the beginning and at the mid-point of their careers (Donner & Wheeler, 2001). In 
Québec, the number of nurses aged 45 years and oider has doubled since 1982 (Forum 
National sur la Planification de la Main-D'œuvre Infirmière, 2001). Based on the 
assumption that the age of retirement is 65 years of age, it is projected that close to 9,500 
Québec nurses will soon leave tbe profession. This is an estimated 16% of the actuai 
workforce (O'Brien-Pallas, Alksnis & Wang, 2003). Organizations are now realising that 
they are losing more nurses than they are hiring, creating the effect of a "panier percé". 
The need to focus on strategies to retain health care professionals in the workplace is 
pressing. 
Even though the literature and numerous reports at the national and regionallevels 
are calling for changes in nursing services organization to deal with issues of nursing 
retention and shortages, very few interventions have been tested. Traditionally, 
interventions addressed selected and localized issues, not taking into consideration the 
multiple and system based facets related to the retention of health care professionals. 
Researchers are calling for managerial interventions that have the potential to influence 
the work design and work force management ofhospital organizations (Aiken et al., 
2001). Experts in the field ofhealth care management advocate radical changes in the 
way in which services are delivered and the need to explore "bottom up" approaches that 
place the clinician at the heart of organizational changes (Barney, 2002; Oulton, 2006; 
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Priest, 2006) while taking into consideration personal, social and organizational variables 
known to influence job satisfaction and the emergence of innovation (Armstrong-Stassen, 
Cameron & Horsburgh, 1996; Dopson, FitzGerald, Ferlie, Gabbay & Locock, 2002; 
Drazin & Schoonhoven, 1996; Laschinger, Finegan, Shamian & Almost, 2001; Leonard-
Barton, 1992; MacPhee & Scott, 2002). 
Appreciative Inquiry (AI) offers an approach that considers the organization as a 
"living human construction" (Barrett & Fry, 2002, p.4), and builds on the positive and 
what works within an organization. As Drucker (2002) points out, considering the glass 
as half full or half empty is a description of the same phenomenon,' but underlies very 
different perspectives. Changing individuals' perceptions so that they can see the glass as 
half full opens up the potential for innovative opportunities. AI has also been reported to 
work well in private and public sector organizations in the United States and in Canada. It 
challenges traditional approaches of change management theories, which focus on 
problem solving (Bushe, 1995), and offers an interesting alternative placing the individual 
at the heart of organizational changes. 
Study Purpose and Questions 
The purpose of this study was to look at the effect of AI on the retention of nurses 
and other health care professionals and to describe how the AI process led to innovative 
ways of organizing health services and improving work environments. The study sought 
to answer the following questions: 
1) Does the Appreciative Inquiry intervention promote changes in health care 
professionals' and particularly nurses' job satisfaction and their intent to stay within an 
oncology clinic setting? 
2) How does the Appreciative Inquiry group process lead to the development of 
innovative ideas regarding the organization ofhealth care services? 
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3) How does the Appreciative Inquiry group process promote changes in personal 
(empowerment), social (network) and organizational (support and responsiveness) factors 
related to both the retention ofhealth care professionals and the development of 
innovative ideas? 
Organization ofThesis 
This thesis represents the work done through an applied research pro gram at the 
FERASI centre (Center for Teaching and Expertise in Nursing Administration Research) 
and involved a partnership between a decision maker, a researcher and a graduate student. 
Because of the importance of transferring research and theoretical knowledge early in the 
research process to provide managers with data needed to make evidence-informed 
decisions, it was deemed favourable to produce this thesis by publication. This format is 
approved as an alternative to the traditional thesis by the McGill Faculty of Graduate 
Studies (http://www.mcgill.ca/gps/programs/thesis/ guidelinesL). 
The thesis is organized into six chapters that inc1ude four manuscripts. Each of 
the manuscripts has a cohesive and unitary character that presents: 1) the literature review 
and theoretical framework, 2) the AI intervention and, 3) and 4) the results pertaining to 
specifie study questions. Even though .these manuscripts also pro vide unique 
contributions to the literature review, there is unavoidable duplication of sorne material 
that is required for the rigor of scientific publications. These duplications are the 
conceptual framework that guided the study and the foundations of AI. 
Following a briefintroduction in Chapter 1, the manuscript entitled "Aframework 
ta pramote learning and innovation in health care settings" constitutes Chapter 2. This 
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manuscript seeks to integrate theories of organizational change and innovation in a 
framework that focuses on promoting changes in health care settings through leaming and 
innovation. This manuscript also includes a literature review of personal, social and 
organizational factors that have been found to influence both the retention of health care 
personnel and the emergence of innovation. 
In Chapter 3, the study methodology is presented. This chapter also includes the 
second manuscript entitled "Appreciative Inquiry: Building on successes ta initiate 
changes in health care" that further delineates the theoretical foundations of AI and 
presents details about the specifie phases of an AI intervention. This manuscript also 
reviews how this approach has been used in health care. 
While Chapter 4 offers the study results for each case, Chapter 5 includes 
manuscripts 3 and 4 that present the cross case analysis. Manuscript 3, entitled "'If we 
can 't do more, let 's do it different/y!' A study using AI ta promote the emergence of 
innovative ideas for better work environments ", focuses on the impact of an AI 
intervention on the emergence and adoption of innovative ideas. Manuscript 4 entitled 
"A study using Appreciative Inquiry ta change wark environment in health care " focuses 
on the impact of AI on job satisfaction and intent to stay. Both ofthese manuscripts also 
trace the evolution of psychological empowerment, social support network and perceived 
organizational support throughout the study. 
FinaUy Chapter 6 presents a summary and general conclusion of the study. The 
tables and figures within each manuscript were left in the text to facilitate reading. 
References are listed at the end of the thesis for aU chapters, including the manuscripts. 
The appendices contain additional information pertaining to the methods and include the 
action plans produced by each team at the end of the AI process. 
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Contribution ofCo-Author 
This thesis is the original work of the candidate. Dr. Judith Ritchie, the 
candidate's supervisor, is recognized for her on-going conceptual, methodological, 
analytical and editorial guidance throughout the entirety of the thesis. Therefore, the four 
manuscripts inc1uded in this thesis will be published in co-authorship with Dr. Judith 
Ritchie. The candidate' s contribution for each of these manuscripts is established at 85%, 
and Dr. Ritchie's contribution at 15%. 
The thesis committee members, Dr. Jean-Louis Denis, Dr. Margaret Graham and 
Dr. Jim Ramsay are recognized for providing feedback throughout the doctoral process 
on the design, analysis and the interpretation and reporting of the final results. Mrs. Ann 
Lynch and Valerie Shannon are recognized for providing information and feedback on the 
political and organizational environment pervasive at the time of the study and on the 
application of the intervention in the health care center. They also ensured that decision 
makers' perspectives were included. AlI thesis committee members will be 
acknowledged in each of the four manuscripts at the time of publication. 
Recognizing that the candidate received support from the thesis supervisor and 
committee throughout the process, the candidate also assumes the responsibility for the 
originality of ideas, the rigor with which the study was conducted, the accuracy of the 
data, and the quality of the manuscripts as they appear in the thesis. 
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Statement of Originality 
This thesis represents a focused initiative to further understand the impact of 
Appreciative Inquiry on the emergence and implementation of innovative ideas and its 
effect on selected personal, social and organizational factors known to influence both the 
eniergence of innovation and job satisfaction. Even though this thesis benefited from the 
input of an exceptional supervisory committee, the final dissertation is the original work 
of the candidate, and contains several original contributions as described below. 
First, the conceptual framework developed for the purpose of this study drew from 
several bodies of literature. The framework provided a sociological understanding of 
organizations that linked the abundant empirical evidence related to the retention of 
health care personnel to organizational change and innovation theories. Second, even 
though Appreciative Inquiry was developed in the health care sector (Cooperrider, 1986), 
this is reportedly the first time that it has been used as an intervention to promote 
personnel retention in the health sector. The longitudinal study of the Appreciative 
lnquiry as an intervention and the measurement of outcomes related to both innovation 
and retention is innovative in itself. Finally, the thesis results provide evidence that 
attests to the usefulness of employing Appreciative lnquiry to promote the emergence of 
innovation and the need to have specific measures to ensure their implementation. 
Chapter 2 - Literature Review 
Preface 
This chapter presents the literature review and conceptual framework that guided 
the study. By adopting the understanding that organizations are socially constructed 
systems, Manuscript 1 links the empirical evidence related to the retention of health care 
personnel to organizational change and innovation theories to posit that AI is a change 
process that has the potential to transform health care organizations. 
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Abstract 
In recent years there has been growing evidence surrounding the impact of the 
workplace environment on personnel's satisfaction and health care quality. The specifie 
nature of the health care environment - complex and sometimes chaotic - has highlighted 
the need to think differently about ways to initiate changes to tackle issues such as work 
satisfaction. This article seeks to integrate theories of organizational change and 
innovation into a framework that focuses on promoting changes in health care settings 
through learning and innovation. Based on Appreciative Inquiry, a process that mobilizes 
individuals or groups to achieve these objectives, the conceptual framework focuses on 
selected personal, organizational and social factors that influence both the emergence of 
innovative ideas and job satisfaction. Health care professionals can then engage in a 
process that not only has the potential to improve their work environment, but also 
improve health care quality through leaming and innovation. 
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Introduction 
There is a consensus among researchers, policy makers and managers about the 
importance of considering issues surrounding health care workers' job satisfaction and 
retention as stepping-stones to better quality of care (Aiken, Clarke & Sloane, 2002; 
Baker et al., 2004; Bazolli, LoSasso, Arnould & Shalowitz, 2002; Zboril-Benson, 2002). 
The international research cornmunity has expressed concerns about the shortage of 
health care professionals in the face of increased demands attributed to global population 
growth, advances in technology and aging populations (Chen et al., 2004; Simoens, 
Villeneuve.& Hurst, 2005). These international reports have drawn attention to the need 
to train and recruit professionals such as nurses and physicians. Most importantly, they 
emphasize the need to initiate changes in health care organizations to improve work life, 
foster the retention of employees and, consequently, improve quality of care. 
The sheer number of govemmental and professional reports produced over the last 
five years about the social and economic impact of nurse, pharmacist and physician 
shortages reveals the growing concern in legislative and governing bodies, in Canada and 
abroad (Canadian Nursing Advisory Committee [CNAC], 2002; Canadian Pharmacists 
Association, 2001; O'Brien-Pallas, Alksnis & Wang, 2003; Simoens et al., 2005). These 
reports provide useful evidence about issues such as the aging workforce and the 
expected organizational and economic impact of projected mass departures due to 
retirement. They fail, however, to propose context-driven and innovative interventions 
that would address workplace quality issues and directly affect the retention of the 
remaining work force. Furthermore, health care managers have been so preoccupied with 
resource shortages that they have had little time to apply or develop innovative 
interventions. 
Experts in the field of health care administration have also expressed concem 
about the way in which health care is managed and the impact this has had on both 
workers and the patient population. Denis (2002) argued that, despite the range of 
reforms implemented during the last decade, the need to initiate change in health care is 
now as strong as ever. Furthermore, the need for a "paradigm shift" in how 
organizational change is conceptualized in health care has been debated for almost 30 
years (lmershein, 1977) and is long overdue. There is a pressing need to test innovative 
approaches that challenge traditional change management theories. These approaches 
need to be context-specific and promote health care workers' leaming and innovation to 
favor the emergence of new organizational practices that promote quality work 
environments, worker satisfaction and, ultimately, better quality of care. 
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The aim of this article is to propose a framework for implementing changes in 
health care settings. Applied to the context ofhealth care worker shortages, the proposed 
framework draws on organizational change and innovation theories and presents 
Appreciative Inquiry (AI) as a transformational change process. The framework also 
supports the notion that organizational change and the management of innovations are 
best conceptualized from multiple perspectives in relation to context, pro cess and action 
(Bamett & Carroll, 1995; Greenwood & Hinings, 1996; Pettigrew, Woodman & 
Cameron, 2001; Van de Ven, 1986). These tenets are particularly relevant when initiating 
change in complex organizations and will be highlighted in relation to se1ected personal, 
organizational and social variables that have been found to influence both the emergence 
of innovative ideas ànd job satisfaction. 
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Overview of the Framework 
The framework is founded on two premises. The first is that initiating 
organizational change in professional settings such as health care requires the 
understanding that organizations are socially constructed. Organizations are in essence 
contexts in which people act and interact to create new realities through learning and 
innovation (Argyris & Schon, 1978; Cooperrider & Srivastva, 1987; Senge, 1990; Van de 
Ven, 1986; Van de Ven & Poole, 1995). The second premise is that, in order to initiate 
change, particular attention should be paid to the process in which change takes place. 
This process, described as complex and non-linear (Pettigrew, Ferlie & McKee, 1992, 
V an d~ Ven & Poole, 1995), often focuses on specifie problems to be solved. This is 
particularly true in the health care sector because of the influence of the me die al model, 
which focuses on interventions for specifie medical problems. AI is proposed as a 
transformational change process that builds on interactions between individuals within a 
system. In its pragmatic form, AI builds on learning and on what works weIl in an 
organization at its best to effect changes for the future (Whitney & Schau, 1998). 
According to its founders (Cooperider & Srivastva, 1987), AI is a complement to the 
more conventional form of action research and is distinguished by its ability to incite 
generative learning (Barrett, 1995). Because of AI' s positive stance, Cooperrider and 
Srivastva argue that this collaborative process has a greater capacity to generate 
innovative change than the traditionallinear approach to problem-solving. 
Organizations: Socially Constructed Systems 
The framework's first premise builds on work by several theorists who looked at 
human relations as a pivotaI e1ement in change within organizations and saw the worker 
as an interested party in the accomplishment of the corporation's goals (Argyris, 1964; 
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Checkland, 1981; Crozier & Friedberg, 1977; Likert, 1961, 1967; McGregor, 1960; 
Mintzberg, 1986; Petit, 1987). In pointing out the importance of considering the context 
in which actors evolve, Likert (1961) clarified the pivotaI role played by workers' 
interactions. According to Likert, the efficiency of an organizational system depends on 
the level of cooperation between workers and the degree to which workers' decision-
making and control is aligned with objectives established by the corporation. 
Furthermore, as pointed out by Argyris (1964), the organization especially needs to give 
its members opportunities to attain its objectives. Similarly, Argyris and Schon (1978) 
explored the principle of mutuality between actors and organizations when they situated 
individuals within organizations as agents of change. lndividuals are the ones who can 
identify errors and promote change in the organization's strategie values through 
reflexivity and actions, a process called "double-Ioop learning." These theorists support 
the need to consider the people within a system as the most important proponents of 
change. 
The Soft System approach developed by Peter Checkland (1981) also offers a 
perspective that acknowledges the "human" element within the organizational context. 
This approach differs from the hard system approach that focuses on organizational 
"functions" that can be quantified and controlled and in which the human element is 
secondary and people are perceived as replaceable commodities (Crawford, Costello, 
Pollack & Bentley, 2003). To increase our understanding ofthe organization, Checkland 
specifies that it is necessary to engage with people at a qualitative level and from diverse 
perspectives. People are seen as individuals who are continually developing and refining 
their views ofthe real world situations in which they act. The Soft System approach is 
designed to accommodate broad organizational applications to deal with complex 
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situations. Checkland's arguments echo Senge's (1990) work on the leaming 
organization that places groups as the key players in the outcomes of a change pro cess. 
In the context ofhealth care worker shortages and the mounting dissatisfaction with 
working environments, workers have a vested interest regarding issues surrounding work 
environments and quality of care. 
More recently, Ackerman (1997) offered a perspective that introduces the notion 
that people are the promoters of transformational change in organizations. He explains 
that changes can be developmental, when individuals enhance or correct aspects of an 
organization; transitional, when planned changes seek to achieve a known desired state 
that is different from the existing one; and transformational, when changes favor the 
emergence of a new state and imply a shift in the assumptions that drive the organization 
and the individuals in the process of change. Arguably, these "transformational" changes 
parallel Senge's (1990) generative leaming, which results in a shift in assumptions, and 
imply that new knowledge emerges from social interaction between the people within the 
system. These notions are also supported by the works ofNonaka (Nonaka 1994; 
Nonaka, Toyoma & Konno, 2000), and Brown and Duguid (1991) who situate the notion 
ofknowledge creation in dynamic and iterative social processes within organizations. 
This underscores the importance of examining the interplay of the social context and the 
creation of new knowledge as key components of organizational change. 
A Process of Change that can Transform Organizations 
The framework's second premise is that the most useful way to look at change in 
health care organizations is to focus on a process that brings individuals together in the 
creation of a future for the organization. AI is described as a theory for organizing and a 
method for changing social systems. According to its founder, the study of organizations 
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needs to be guided by the desire to understand how and under what conditions something 
is created (Cooperrider, Barrett & Srivastva, 1995). Anchored in post-modem 
philosophy, AI considers the impact that human behaviourhas on the scientific world, as 
it relies on social constructivism as its fundamental understanding of the way people 
perceive their reality within an organization (Watkins & Cooperrider, 2000). Theoretical 
accounts are no longer judged in terms oftheir predictive capacity but instead are 
considered in terms of their capacity and ability to promote dialogue and generate new 
alternatives for social action (Cooperrider & Srivastva, 1987). 
AI considers the organization as a product of human interaction and social 
constructions (Cooperrider et al., 1995). These are important tenets, because individuals' 
and groups' behavior is tempered by their often-unquestioned beliefs and assumptions. 
As Ludema (2000) suggests, ultimate concerns are the most deeply held values, ideas, and 
beliefs that give life meaning. Barrett (1995) draws a parallel between the leaming 
organization and AI. With reference to Senge's generative learning concept, Barrett 
described AI as a systemic process that promotes leaming and thinking outside the 
accepted limitations of a problem. This "appreciative approach" to learning in 
organizations is considered as a way to promote innovation (Barrett, 1995) and foster 
transformational change. 
Figure 1 presents an overview of the framework. It is an open system; the dotted 
line surrounding the framework calls attention to the permeable nature of the economic 
and socio-political environments on the system. The social and organizational contexts of 
health care are also presented as directly influencing the identified need, the generation 
and adoption of innovative ideas, the selected conditions of learning and innovation and 
the outcome of the process. The identified need on the left si de represents the particular 
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issue that the organization faces. In the context of a shortage of health care personnel, the 
need is to retain employees. According to the premises described above, the framework 
illustrates the need to adopt a change process that promotes the emergence and adoption 
of innovative ideas. AI is identified as a transformational change process that could be 
used in these ·situations. The framework also identifies AI as influencing and being 
influenced by selected personal, professional, social and organizational factor~ that are 
the conditions under which learning and innovation evolve. These particular factors have 
also been shown to influence the emergence of innovative ideas and job satisfaction. The 
right side of the framework indicates that an action plan is produced and implemented. In 
this example, the plan would be to address work satisfaction and intent to stay and, 
ultimately, to improve health care. 
This framework is applicable to any identifiable need for organizational change in 
health care. The following section presents a discussion of the framework's components 
in the context of the CUITent shortage of heath care workers. 
The Economie and Socio-Political Environment in Realth Care 
The delivery ofhealth care is distinguished by increasingly complex social, 
political, and economic factors. The framèwork highlights the influence that these factors 
may have on the whole system. At the economic and politicallevel, revenue shortages 
have repeatedly been used by elected officiaIs in Canada and Europe to justify resource 
caps and limits in expenditure in the health care sector (Lomas & Contandriopoulos, 
1994). Transformations in the health care system over the last decade have had a major 
impact on the allocation of resources among professional groups such as physicians 
(Williams et al., 2001), pharmacists (Canadian Pharmacists Association, 2001) and nurses 
(Aiken et al., 2001; Burke, 2001; CNAC, 2002; Kowalski, 2001). 
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Figure 1 
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This situation has prompted administrators to balance budgets and control costs by 
changing govemance structures or by drastically reducing the number of management 
positions (Lomas & Contandriopoulos, 1994). While the link between the appropriate 
number of managerial positions and productivity has long been recognized in private 
industry (Van Biema & Greenwald, 1997), researchers have just begun to explore its 
influence on the effectiveness ofhealth care personnel. For example, in nursing, the 
reduced participation of managers in organizational decision-making is reported to have 
had a negative impact on nurses' job satisfaction, turnover and retention (Aiken et al., 
2001; CNAC, 2002), affecting therefore health care service delivery. Short-term 
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solutions that deals with one aspect only of the multifaceted issues related to turnover and 
retention are driven by economic containment pressures and have been shown to be 
counterproductive in the long run. For example, the cost ofreplacing and training a 
family physician in the United States is estimated at $236,383 (Buchbinder, Wilson, 
Melick & Powe, 1999) and, for a nurse, over $80,000 (Contino, 2002). From an 
efficiency standpoint, these moves resemble sorne aspects of the traditional business 
model, under which managers base their decisions largely on economic demands and fail 
to capture the value of the "individual" within the organization; they thereby contribute to 
employee dissatisfaction. 
Another distinguishing feature of the health care organization is its complexity 
(Glouberman & Mintzberg, 1992; Glouberman & Mintzberg, 2001, Glouberman & 
Zimmerman, 2002). Considered as a professional bureaucracy (Mintzberg, 1986), the 
health care system's operations are highly influenced by the activities and interests of 
various groups of professionals that exercise a great deal of control and that must share a 
limited pool of resources. These issues contribute to complexity and to the "silo 
mentality," described by many as one of the major challenges in managing health care 
organizations (Denis, Lamothe, Langley & Valette, 1999; Glouberman & Mintzberg, 
2001; Pauchant, 2002). This silo mentality also hinders the development of a more 
logical collaboration between professional groups that could facilitate efforts to improve 
the organization of care. 
Furthermore, considering the CUITent health care environment, Denis (2002) 
argues for the need to promote progressive radical changes that could transform health 
care in an interdependent pro cess, integrating structural and human elements. Denis' 
conclusions are echoed by others who openly criticize the inadequacy of top-down 
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management initiatives that deter performance in health care services (Ham, 2003). 
Health care managers and researchers are increasingly insistent on the need to engage the 
personnel in change efforts (Barney, 2002; Lavoie-Tremblay, 2004; Rathwell & Persaud, 
2002). This conclusion was also reached by researchers outside of the health care field 
who have pointed out that organizational change in a complex system requires 
modifications to routines and norms. They argue that we must leave it to the individual 
and the group to adopt behaviours that supports the change (Whelan-Berry, Gordon & 
Hinning, 2003). 
Social and Organizational Contexts 
The Health Care Personnel Shortage 
The shortage ofhealth care professionals has been weIl documented in North 
America and abroad (Chen et al., 2004; Cooper, 2002; Purnell, Homer, Gonzalez & 
Westman, 2001). Population demographics are identified as an important cause of this 
shortage. In Québec, for example, because the number of nurses aged 45 years and older 
has doubled since 1982, it is projected that an estimated 16% of the CUITent nursing 
workforce will soon be leaving the profession to retire (O'Brien-Pallas et al., 2003). 
Even though history has been marked repeatedly by such shortages (Grando, 
1998), researchers point out that the need for specific initiatives to deal with this issue is 
now greater than ever before (Alexander & Fraser, 2001; Edwards & Bumard, 2003; 
Jinks, Lawson & Daniels, 2003; Matsumoto, Okayama & Kajii, 2004; Misra-Hebert, Kay 
& Stoller, 2004). Despite this pressing need, very few interventions are being tested. 
Recent studies have dealt mostly with the organizational structure of care (Cochran & 
Peletier, 2003), shared govemance (Song, Daly, Rudy, Douglas & Dyer, 1997), team 
building (Collette, 2004; DiMeglio et al., 2005) or preceptorship and education programs 
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(Boon, Graham, Wainwrith, Warriner & Currer-Brings, 2005; Smart & Kotzer, 2003; 
Smith, 1997). Furthermore, Weisman (1982) pointed out nearly 25 years ago that it is 
unlikely that hospitals can resolve retention issues by addressing only one aspect of the 
multifaceted retention problem. System-wide strategies need to be adopted that take into 
consideration the personal, social and organizational variables related to retention. 
Recently, there have been suggestions in the literature on workplace quality in 
nursing (McVicar, 2003) and medicine (Huby, McKinstry, Porter, Shaw & Wrate, 2002) 
that organizational interventions need to introduce participative strategies to improve staff 
retention. Even though such strategies have long been tested by scientists in the business 
sector (e.g. Wall & Clegg, 1981), they are only starting to be applied in health care 
organizations (Clark, 2004; Lavoie-Tremblay, 2004; Lavoie-Tremblay et al., 2002; 
Parsons, 2004; Parsons, Cornett, Sewell & Wilson, 2004). There are questions, however, 
about the sustainability of such strategies when dealing with the ongoing and complex 
issues related to the retenti on ofhealth care personnel and, more broadly, to 
organizational change. Hence, theorists have long argued that "receptive" conditions 
need to be in place before initiating change, especially in organizations such as those 
found in health care (Pettigrew, Ferlie & McKee, 1992). 
Conditions for Learning and Innovation 
Conceptualized as the pursuit of something new, organizational change is linked 
to the concept of innovation. Indeed, according to Van de Ven (1986), an organization 
can survive only ifit pursues new initiatives. Senge (1990) emphasized that leaming and 
change processes need to be examined together. Learning is also considered to be the 
bridge between working and innovating (Brown & Duguid, 1991). The concept of 
learning as developed by Brown and Duguid offers the interesting perspective of 
"enculturation," as it embodies individua1s' abi1ity to behave as members of a 
community. Becoming a learner within a community implies a transfer from abstract 
knowledge to a capacity for action. These authors also incorporate the concept of 
collaboration when they present teamwork as a way to enhance learning within 
organizations. 
21 
The concept of innovation has been the subject of a broad range of theory and 
research and many models and typologies have been developed. Epistemologically, the 
word innovation has a clear meaning - it is to make or do something new. Inventions 
also need to be distinguished from innovations. According to Freeman (1982), an 
invention is an idea for a new improved device, product, process or system. Mohr (1969) 
differentiated inventions, or new creations, from innovations, which are-defined as new 
applications. Therefore, it is possible that inventions never attain the status of an 
innovation, because they are never applied. Presented as internaI drivers of economic 
success, entrepreneurs, as defined by Schumpeter (1983), are innovators who 
revolutionize patterns of production. Innovations can be related to the introduction of a 
new product, method ofproduction, market, source of supply or business model. 
Innovation is seen here as a process that transforms inventions into viable products. 
Abernathy and Utterback (1978) also categorized innovations as either radical or 
incremental. They defined the radical innovation as a new way to meet an existing need 
through a product (most of the time) or through a process, while the incremental 
innovation has a graduaI, cumulative effect on productivity (usually a process). 
As pointed out in this paper, it seems critical that innovations be considered not 
only in their tangible form but alsoas embedded in social activities. We can assume that 
product or technological types of innovations will only play an important role when they 
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have been integrated into social practices. It is noteworthy that the concept of "social 
innovation" is almost absent from the literature and is presented from different 
perspectives. The term "social entrepreneurship" has been used in relation to the larger 
social context, whereby an individual approaches social problems with an entrepreneurial 
spirit (Barendsen & Gardner, 2004). Social innovations also refer to the social 
consciousness of business organizations (Drucker, 1987; Kanter, 1999), whereby 
organizations implement projects or initiatives for the good of society. Classical work by 
Holt (1972) defined social innovations as new patterns of social interactions. More 
recently, Mumford (2002) referred to social innovations as "the generation and 
implementation of new ideas about people and their interactions within a social system" 
(p. 261). In health care in particular, social innovations have been defined as the 
development of ideas that provide a detailed understanding of how to improve service 
delivery, management and organization (Canadian Institute of Health Research, 2003). 
This distinction implies a change process that places individuals within the health care 
system at the heart of organizational change and underlines the importance of examining 
the personal, social and organizational factors that promote the emergence of innovation. 
In the following section, these aspects will be explored in the context of job satisfaction. 
Linking these bodies of literature permits a better understanding of issues to consider 
when initiating a change process in health care - one that promotes leaming and 
innovation. 
Persona! and Professional Factors: Empowerment 
In her work on how core capabilities and rigidities represent the distinguishing 
assets of an organization, Leonard-Barton (1992) explored the strategie importance of 
utilizing the organization's distinctive "forces" in the development ofproduct and process 
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innovations. The human element in the author's work is ofparticular interest in this 
framework, as it incorporates the "body of knowledge" carried by individuals and 
provides the organization with competitive advantages. Leonard-Barton promotes the 
issue of empowerment versus management hierarchies and places power within a paradox 
of control versus autonomy. She de scribes the notion of empowerment as the belief in 
every individual' s capacity to contribute to the development of innovations. 
Empowerment has also received attention from researchers and theorists as an 
important predictor of job satisfaction. Defined as astate that an employee must 
experience in order for an empowerment intervention to be successful, it includes four 
components: meaning, or congruence between the job requirement and the employees' 
beliefs; competence, or confidence in job performance abilities; self-determination, or a 
feeling of control at work; and impact, or the sense of being able to influence 
organizational outcomes (Spreitzer, 1995). Researchers have found that psychological 
empowerment is an important factor that contributes to nurses' job satisfaction (Larrabee 
et al., 2003; Laschinger & Havens, 1996; Laschinger, Finegan, Shamian & Almost, 2001; 
Laschinger, Finegan, Shamian & Wilk, 2001). 
The concept of professional autonomy, which influences psychological 
empowerment, is described by Kim, Priee, Mueller and Watson (1996) as the 
"distribution of power from the perspective of an individual's job" (p. 953). Professional 
autonomy has been cited in the literature as an important contributor to job satisfaction 
among nurses (Blegen, 1993; Freeman, & O'Brien-Pallas, 1998; McCloskey, 1990; 
Weisman, Alexander & Chase, 1980) and physicians (Stoddard, Hargraves, Reed & 
VratiJ, 2001). Empirical studies also established links between autonomy,job satisfaction 
and nursing retention (Cowin, 2002; NOlan, Lundh & Brown, 1999; Weisman, 1982). 
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Stoddard et al. (2001), in a cross-sectional study of 12,385 primary care and specialist 
physicians in the United States, also found that the perception of professional autonomy 
was a strong determinant of satisfaction. 
Social Factor: Support Network 
In the production of innovations, equal attention should be paid to the micro-Ievel 
social structures of networking and to the larger systems perspectives that focus on the 
diffusion of innovations (Drazin & Schoonhoven, 1996). Moreover, Hislop, Newell, 
Scarbrough and Swan (2000) support the study of internal, intra-organizational 
networking as important components that promote the adoption of innovations. These 
elements are important to examine in a group approach (such as AI) for exploring 
innovative retenti on strategies, particularly in health care. Furthermore, based on earlier 
empirical work, West (2002) described organizational support for innovation as the 
"expectation, approval and practical support of attempts to introduce new and improved 
ways of doing things in the work environment" (p. 373). In a study of27 hospitals' top 
management teams, West also found that support for innovation emerged as a powerful 
group process predictor of tearn innovation. 
Work-based social support networks have been described as the meaningful 
interactions that influence a person's ability to function effectively in his or her work 
environment (MacPhee & Scott, 2002). These networks have also been found to sustain 
the nursing workforce (MacPhee & Scott, 2002). Tai, BIarne and Robinson (1998) 
asserted that health care employees who are part of a support network are likely to have 
greater job satisfaction. Furthermore, favorable social relations with colleagues and co-
workers have been described as a factor that encourages physicians to stay in hospital 
settings (Hoff, Whitcomb & Nelson, 2002) and that increased overall job satisfaction 
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among primary care and emergency care practitioners (Schultz, Girard & Sheckler, 1992). 
Closely linked to the concept of organizational empowerment, the social support network 
constitutes an important aspect to be considered when creating a better work environment 
(Laschinger et al., 2001). 
Organizational Factor: Support and Responsiveness 
The Japanese approach to managing the process of innovation takes place through 
the use of chaos, defined as adynamie state of order, through which knowledge and 
information are created (Nonaka, 1990). Nonaka describes knowledge as latent in an 
organization's memory and potential. The key to unlocking this resource is to create a 
sense of identity that ties the employees to the organization and taps into the commitment 
that is thus generated. By using the metaphor of chaos as a liberating force, conflict and 
creativity are we1comed as catalysts for future learning and change. 
According to Dopson, FitzGerald, Ferlie, Gabbay & Locock (2002), contextual 
factors play an important role in the emergence and diffusion of innovations, but they also 
point out that there is little to support the existence of patterns of adoption and diffusion 
that can be generalized to a given context. Dopson et al., rather conceptualize the 
influence of context as layers, for example, from governmental health policies through 
regional and local influences to those that are specifie to sub-systems within the 
organization. These findings suggest the importance of context-specific analysis in any 
examination of the emergence of innovation. 
Because of the numerous changes in the health care system over the last decade, 
researchers have also paid attention to the organizational factors that are important 
components of the health care context that influence workers' satisfaction. Larger system 
issues such as downsizing or govemmental reforms have been associated withjob 
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dissatisfaction arnong nurses (Armstrong-Stassen, Cameron & Horsburgh, 1996), social 
workers (Egan & Kadushin, 2004) and physicians (Cohen, Ferrier, Woodward & Brown, 
2001; Magee & Hojat, 2001; Richardsen & Burke, 1993) because oftheir effects on 
practice constraints (Sturm, 2002) and professional autonomy (Stoddard et al., 2001). 
In a study of over 10,000 nurses in 303 hospitals in the US, Canada, England and 
Scotland, Aiken, Clarke and Sloane (2002) found that sufficient staffing and 
organizational/managerial support were the most important predictors of job satisfaction 
and retention. In a study of 1,435 Dutch medical specialists, Visser, Smets, Oort and de 
Haes (2003) reported that the feeling of being supported by the organization, or "weIl 
managed," explained job satisfaction. Poor management and the lack of resources needed 
to provide proper patient care were identified as the main sources of dissatisfaction 
among hospital nurses and midwives (Newman, Maylor & Chansarkar, 2002; Newman & 
Maylor, 2002). Satisfaction with the hospital administration was found to be one of the 
best predictors of intent to stay among nurses working in a university health centre 
(Sourdif, 2004). Furthermore, in a nursing study of 50units in four acute care hospitals, 
Leveck and Jones (1996) found that a participative management style, because of its 
effect on group cohesion, predicted job satisfaction and staff retention. They pointed out 
that support and responsiveness from the organization were important factors that 
promoted a context in which teams could get involved in finding new ways to improve 
retention. 
In surnmary, this review of the literature clarifies the importance of giving due 
consideration to an intervention's potential to have an impact on personal, social and 
organizational factors related to the employee retention. We need to develop a social 
change innovation process that places the individual employee at the heart of 
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organizational change, builds on learning and promotes the emergence of innovative ideas 
regarding factors that are known to influence the retention of health care personnel. 
A Process for the Generation and Adoption of Innovative Ideas 
The process underlying the development of innovative ideas in organizations has 
been weIl documented by researchers (Drazin & Schoonhoven, 1996; Edwards, 2000; 
Van de Ven, 1986). The importance of aligning the individual' s and the organization' s 
contributions in this process requires major consideration. Consistent with the need for 
bottom-up approaches to developing retention measures based on professionals' own 
ideas about proposed changes to the organization of heéllth care services, Brown (1991) 
has posited that innovations are not a restricted outcome of research department activity 
but rather are endeavours that need to be taken into consideration whenever employees 
confront a challenge. This notion can be linked to a perspective taken by Barley (1986) 
whereby the arrivaI of innovative technologies is an event that can trigger new social 
dynamics. The organization' s strategy should then be to tap into the ideas generated by 
their employees. 
The assumptions behind 'communities ofpractice' posited by Brown and Duguid 
(1991) aIso imply that innovations are fostered when people share ideas, experiences and 
knowledge. This identifies learning as a knowledge creation process and sees innovations 
as embedded in social activities. As such, this viewpoint supports the contention that 
social dynamics drive and mobilize individuals in change processes. In order to promote 
the emergence of a new forrn of organizational or professional arrangements in health 
care, a transforrnational change process such as AI needs to be undertaken. 
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Appreciative Inquiry as a Transformational Change Process 
Presented as a means to transform organizations through a process that promotes 
"generative learning" and collaboration, AI helps create the context needed for innovative 
organizations to flourish (Barrett, 1995). In its pragmatic form, AI is offered as an 
alternative to problem-solving approaches that are often linear and reductionist in nature 
(Barrett, 1995; Coorperrider & Srivastva, 1987). Through its four phases -- discovery, 
dream, design and destiny -- the AI process recognizes the power of positive language 
(Gergen, 1982) and purposefully uses conversation to discover what gives life to a system 
when it is at its best. There is an emphasis on the power of words, which are purported to 
contain not only information but which also serve as channels through which people 
convey meaning (Watkins & Cooperrider, 2000). With the potential to influence 
personal, social and organizational factors related to job satisfaction, AI offers an 
interesting and innovative approach that could have a positive impact on the retention of 
professionals in the health care system. Cooperrider and Srivastva (1987) believe that 
organizational research begins with an appreciation of the social potential of 
organizationallife and it should be applicable, cOllaborative and pro vocative and 
stimulate fresh thinking. Developed as a complementary form of action research 
(Cooperrider & Srivastva, 1987), AI differs from action research in its positive stance and 
also by the fact that it is more collaborative and more capable of generating innovative 
change. Depicted as a social approach to planned change, AI focuses on the relational 
pro cess of change (Van der Haar & Hoskin, 2004). 
Grounded in observations of the "best ofwhat is", participants collaboratively 
articulate, "what might be," develop a consensus, obtain the consent ofthose in the 
system for "what should be" and collectively experiment with "what can be" (Bushe, 
1995). This intervention serves a dual purpose: it offers an innovative perspective that 
could influence the retention ofhealth care professionals, and it parallels the innovation 
process described by Van de Ven, Polley, Garud, and Venkatamaran (1999). The AI 
process is also considered iterative and collaborative, since each stage of the process 
builds on the discussions in the preceding stage. 
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Sorne elements from Checkland's Soft System approach, described as iterative 
and collaborative, are used to operationalize the AI process and are represented in the 
framework shown in Figure 1. Because the human element is central in bringing 
sustainable change to an organization, the interrelated personal, social and organizational 
factors are particularly important. They are hypothesized to affect both the retention of 
health care professionals and the elements that promote the development of innovative 
ideas. Furthermore, like a spiral, through its progressive and successive steps, the AI 
process builds on positive ideas and images that emerge from the collaboration of 
individuals or groups. Moreover, in group processes such as those that occur in the 
context of AI, the ideas generated are of better quality and are greater in quantity than 
those produced by an individual working alone (Nonaka, 1990). Indeed, work-based 
interactions are thought to contribute to the emergence of innovative ideas and are 
considered as an important component of innovation (Van de Ven, 1986). 
A paralle1 can be drawn between the four phases of AI and the stages of the 
innovation process discussed by Van de Ven et al. (1999) to probe empirically into the 
study of the development of innovative ideas. The initiation period of the innovation 
process is defined by Van de Ven and colleagues as the time when activities and events 
occur that set the stage for launching efforts to develop an innovation. In AI, these would 
be the disco very and dream phase. The developmental period is the time when 
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concentrated efforts are undertaken to transform the innovative ideas into a concrete 
reality. In AI this is the design phase. The implementation period is when the innovation 
is adopted and institutionalized as an ongoing program, product, or business or when it is 
terminated or abandoned. In AI this is the destiny phase. Even though the innovation 
process is presented in a linear fashion, it needs to be viewed as a dynamic and iterative 
process (Van de Ven et al., 1999). 
AI has previously been used in complex organizations such as school boards and 
religious organizations (Fry, Barrett, Seiling & Whitney, 2002). Even though sorne have 
said that AI is beginning to take hold in health care (Espinosa, Roebuck & Rohe, 2002), it 
is still almost non-existent in this literature. Johnson and Leavitt (2001) de scribe AI as an 
approach well suited for public sector organizations because it is "collaborative, inclusive 
and genuinely caring for both the people within the organization and to those they serve" 
(p. 130). Furthermore, an innovative "bottom up" approach might be useful as a strategy 
to foster cooperation between professionals. Since AI builds on positive ideas and images 
emerging from individuals or groups of practitioners (Cooperrider & Srivastva, 1987), 
innovative ideas regarding retention strategies can be generated from the health care 
professionals' perspectives. 
In summary, the AI process reflects a systemic approach that places people at the 
center of organizational change. Building on a group process, this "bottom up" 
intervention has the potential to empower individuals and influence factors related to the 
retenti on ofhealth care professionals Gob satisfaction and intent to stay). The AI process 
is also a way to tap into innovative ideas to re-organize health care services. These are 
ideas that have the potential to improve the work environment, and therefore influence the 
retenti on ofhealth care professionals and the quality ofhealth care. Using a process and 
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a philosophy such as AI to encourage the retention of health care professionals in a 
hospital setting is unprecedented. In an environment that focuses on problems and 
barriers, focusing on a "positive" process that taps into innovative ideas is an innovation 
in itseif. This hoids promise for the creation of quality work environments that are 
satisfying for health care professionals as well as patients and their families. 
Conclusion 
As portrayed in this framework, when examining processes of change in health 
care, it is essential to look at sequences of events and pay particular attention to how and 
why changes occur over time (Van de Ven & Poole, 1995). An examination of processes 
provides an understanding of the interplay between the organizational structure and 
individuals within a specific context. This paper has presented AI as a process that 
promotes learning and social innovation. Considered as a transformational change 
process, AI answers the need for a bottom-up approach that taps into professionals' own 
ideas to develop new ways to organize health care services. AI aiso supports professional 
autonomy, empowerment and the professional' s control over their environment, factors 
that have been associated withjob satisfaction and increased retention (Laschinger, 
Almost & Tuer-Hodes, 2003). In group pro cesses such as those that occur in the context 
of an AI process, the ideas that are generated are of greater quality and quantity than 
those produced by an individual working alone (Nonaka, 1990). Moreover, in groups 
with different functional and behavioral patterns, such as those found in health care, 
diversity of knowledge and skills is a powerful predictor of innovation (West, 2002). 
Indeed, work-based interpersonal interactions are thought to contribute to the emergence 
of innovative ideas and are considered an important component of innovation (Van de 
Ven, 1986). In keeping with Van de Ven's (1986) contention that the innovation process 
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needs to be supported by the organization from start to finish, this framework supports the 
need to address issues re1ated to employee and patient satisfaction through innovation in 
the organization of health care. 
The elements, relationships and assumptions in this framework reveals the 
importance of initiating change processes that address personal, social and organizational 
factors related to the retention ofhealth care personnel. Approaches such as AI give a 
glimpse of the potential for innovative ideas about the reorganization ofhealth care 
services to emerge. Furthermore, AI creates opportunities to stimuliite context-specific, 
emergent and radical change. 
Chapter 3 - Method 
Preface 
This chapter includes a complete presentation of the study methodology. 
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Following a description of the case study design and study procedure, the next section 
provides a detailed account of the sources of evidence used in the study. The strategy 
employed for the analysis of qualitative and quantitative data is then presented followed 
by a presentation of validity and reliability issues. The chapter ends with Manuscript 2 
entitled "Appreciative lnquiry: Building on successes to initiate changes in health care ", 
which provides details about conducting an AI intervention process and a review of how 
this approach has been used in health care. 
To avoid duplication as much as possible, sorne details of the methodology were 
removed from the chapter as it was presented elsewhere in the thesis. For example, 
details about case selection and description and a table presenting a summary of 
definitions, sources of evidence and data collection points for each research component 
was removed fromthis chapter because it was presented in Manuscript 3 and 4. 
Research Strategy 
A multiple embedded case study was conducted to enhance the understanding of 
the organizational, social and personal dimensions that influenced the emergence and 
implementation of innovative ideas in a complex organization such as a health care 
institution (Yin, 2003; Stake, 1995). The multiple-case study design added robustness to 
the design and attempted what Yin identified as the prediction of similar results or "literaI 
replication" (p. 47) as opposed to a "theoretical replication" that would predict 
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contrasting results (Yin, 2003). In this study, two oncology clinics constituted the cases 
and the embedded units were the health care and the management teams in those clinics. 
Case Selection and Description 
Cases were selected from the adult oncology division of a recently merged multi-
site university affiliated health care centre in a Canadian metropolitan area. A detailed 
description of the process of case selection can be found in articles 3 and 4, p.141 and 
p.180. 
Health care team. 
Of the initial 51 participants that participated in the study, four were lost in follow 
up, three participants in Case 1 and one in Case 2. In Case 1, one aide dropped out after 
two sessions, one physician signed the consent but did not participate in the study because· 
of time constraints and one volunteer dropped out for medical reasons at the beginning of 
the intervention. One nurse was lost from Case 2 due to retirement after completing the 
questionnaire at Time 1. The final sample was 47. As shown in Table 1, ofthese 47 
participants, 28 were nurses and 19 were volunteers, pharmacists, clerical staff and 
attendants. 
The average age ofnurse participants was 51.4 years (Case 1) and 49 years (Case 
2). The average age ofmembers from the "other health care team" was 55 and 57.3. 
Since volunteers' activities often occur after retirement, the discrepancy in the age 
between nurses and the other health care team was explained by the influence of the 
volunteers' average age (X = 72.3 years). As shown in Table 1, schooling was also 
similar in both cases. Most nurses had completed a bachelor' s degree or a university 
diploma, while in the other health care team, the participants' education ranged from high 
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school to a specialty diploma obtained in university (medical specialty). Finally 
participants from Case 1 and Case 2 were similarly divided between full-time, part-time 
and occasional employment. 
Table 1 
Participant Characteristics 
Case 1 Case 2 
Nurses Other Nurses Other 
health care health care 
team team 
N= 14 N=9 N= 14 N= 10 
Mean age in years 
X (SD) 51.4 (5.4) 55 (12.8) 49 (6.3) 57.3 (16.4) 
Years in profession 
/function X (SD) 24.8 (8) 19.9 (12.5) 24.6 (8.3) 18.6 (10.3) 
Highest education 
completed N(%) 
High School 3 (33.3%) 2 (8%) 
College/CEGEP 2 (14.2%) 3 (33.3%) 1 (7.14%) 3 (12%) 
University diploma 4 (28.5%) 4 (28.5%) 1 (4%) 
Baccalaureate degree 6 (42.8%) 6 (42.8%) 
Masters degree 2 (14.2%) 2 (22.2%) 3(21.4%) 2 (8%) 
Specialty 1(11.1%) 2 (8%) 
Workstatus N(%) 
Full-time 9 (64.2%) 6 (66.6%) 9 (64.2%) 5 (20%) 
Part-time 4 (28.5%) 2 (22.2%) 4 (28.5%) 4 (16%) 
Occasional 1 (7.1 %) 1(11.1%) 1 (7.1 %) 1 (4%) 
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Management team. 
AlI middle and upper managers from medicine, nursing and pharmacy, who had 
direct responsibility in the organization and in the management of the oncology c1inics 
were approached and agreed to participate in the study. This management team was 
composed offive individuals holding the positions of Director ofNursing, Associate 
Director of Nursing for Medicine, Co-ordinator of the Oncology Program and Medical 
Nursing, Director ofPharmacy and Medical Director of the Oncology Program. 
Procedure 
As shown in Figure 2, data was collected at three specific times over a period of 
one year. The first data collection was before the start ofthe AI sessions (Tl). The AI 
process lasted a total of nine months, inc1uding a two-month suspension during the 
summer and the last AI session marked the second data collection point (T2). A three-
month observation period ensued, allowing enough time to explore the implementation of 
innovative ideas and the organization's responsiveness to the AI process. The end ofthis 
three-month period marked the third and final data collection point (T3). 
Figure 2 
Representation of the Study Timeline 
April 04 December 04 April 05 
•.•.•.......•.•.•..•..•.••••.•...••.•••••.......•.....•.•...•..•..•........•.•...• ~ 
Tl T2 T3 
~----------- ------------_.~------- --------~ 
--.....y- --y--
AI process - 9 months Observation - 3 months 
Appreciative Inquiry. 
The AI process consisted of Il sessions within each Case. Appendix 1 presents an 
outline of the objectives, activities and number of sessions for each of the four phases of 
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the AI intervention process within each case, as well as the list of appreciative questions 
used at the Discovery phase. At the end of the AI process, an action plan was produced 
by each health care team and was presented to the management team (Appendix 2). 
Throughout the AI process there were an average of 13.6 participants per session 
in Case 1. Oh average, there were 8.5 nurses who attended. Given that Il nurses are on 
staff on any given day, this represented a participation rate of 77%. Members of 
professional or workers groups outside of nursing were represented during all phases of 
the AI process. Only the physician was unable to attend aH of the AI sessions. 
In Case 2, there was an average of 15.5 participants per AI session. On average, 
nurses' attendance was 10.5 per session. As 12 nurses are on staff on any given day, the 
nurses' participation rate represented 87.5%. From the members ofprofessional or 
workers groups outside of nursing, only members of the volunteers group were 
represented at each AI sessions. At sorne sessions there was no representation from the 
secretarial support group (3 sessions), pharmacists (5sessions), aide (2 sessions) or 
physicians (4 sessions). 
Source of Evidence 
Yin (2003) suggests that the use of multiple sources of evidence allows the 
researcher to address a broader range of issues and helps to develop a converging line of 
inquiry. The sources of evidence used in this study were diverse and targeted specifie 
concepts at aIl three measurement times. They consisted of participant observation, 
questionnaires providing both quantitative and qualitative evidence, interviews, direct 
observation and documentation. 
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Participant observation. 
As a source of evidence, participant observation is described as a mode of 
observation in which the researcher assumes a participating role regarding the event that 
is being studied (Yin, 2003). In this study the investigator conducted the AI process. To 
avoid potential bias, aIl 22 one-hour sessions (11 in each case) were tape-recorded and, 
following a field note guide (Appendix 3), notes were taken by an external observer 
noting any information related to the conduct and general content of the sessions. 
Furthermore, the researcher started each AI session with a surnmary presentation of the 
previous session's content ensuring further content validation. 
Questionnaires. 
Questionnaires eliciting quantitative and qualitative evidence were administered to 
trace the evolution of empowerment, social support network, organizational support, job 
satisfaction and intent to stay at aU three measurement times, and to evaluate the 
"innovativeness" of the ideas adopted by the health care team. Questions were also 
developed by the rese~cher to colleet demographic data (Appendix 4) .. The 
questionnaires were chosen for their sound reliability and validity and their previous use 
in health care settings with a variety of professionals. Open-ended questions were 
selected because they are acknowledged as an effective way to obtain qualitative 
information from individuals who may be uncomfortable about expressing their views in 
front of a group (Polit & Hungler, 1999), such as in the multidisciplinary context in which 
the AI was conducted. Furthermore, responses from the qualitative questions permitted 
data triangulation with quantitative questionnaire results and provided a ri cher description 
of the concepts being examined. The open-ended questions relating to each of the 
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concepts of empowerment, social network at work and perceived organizational support 
were developed and validated by expert researchers (Appendix 5). 
The concept ofpsychological empowerment was measured using Spreitzer's 
(1995) Psychological Empowerment Scale (Appendix 6). This scale has been used 
extensively by Laschinger (Laschinger, Finegan, Shamian, 2001; Laschinger, Finegan, 
Shamian & Wilk, 2001; Laschinger, Wong, McMahon & Kaufman, 1999) and 
demonstrated important links between psychological empowerment and the concepts of 
autonomy and job satisfaction. The Spreitzer Psychological Empowerment Scale has 12 
items and is measured on a seven-point Likert scale, ranging from 12 to 84 where a score 
above 48 indicates higher empowerment. Evidence of convergent and divergent validity 
was established and acceptable reliability leve1s were reported (from 0.62 to 0.72) 
(Spreitzer, 1995). Cronbach's alpha was reported at 0.62 to 0.80 in previous studies 
(Spreitzer, 1995; Manojlovich & Laschinger, 2002). In this study Cronbach's alpha was 
0.84. 
Work-based social support network was measured using Fiore, Coppel, Becker 
and Cox's (1986) adapted version of Antonucci's Social Network Questionnaire 
(Antonucci, 1986) (Appendix 7). This descriptive tool where participants diagram their 
social network was previously used in health care settings (MacPhee & Scott, 2002). 
This network has been considered an important influence on a person's ability to function 
effective1y in their work environment (MacPhee & Scott, 2002). Construct validity was 
established (Fiore et al., 1986). 
Perceived organizational support was measured using the Perceived 
Organizational Support Measure (Eisenberg, Huntington, Hutchison & Sowa, 1986) 
(Appendix 8). This measure was chosen because it corre1ates positively with 
40 
organizational commitment and job satisfaction (Eisenberg, Cummings, Anneli & Lynch, 
1997; Eisenberg, Fasolo & LaMastro, 1990). The Perceived Organizational Support 
Measure consists of 17 items on a seven-point Likert scale. Scores range from 17 to 119 
and a score above 68 indicates a high perception of organizational support. The 
Perceived Organizational Support measure has been reported as having Cronbach's alpha 
from 0.74 to 0.95 (Eisenberg et al., 1986, 1990, 1997) and 0.91 (Burke, 2001). In this 
study the reliability coefficient was 0.93. 
Job satisfaction is described by Mueller and McCloskey (1990) as the "positive 
affective orientation toward employment" (p. 113). Job satisfaction was measured using 
the Spector's (1985) Job Satisfaction Survey (Appendix 9). Developed to assess job 
satisfaction in human service, non-profit and public organizations, this scale was chosen 
for its consideration regarding elements of intrinsic and extrinsic rewards, its correlation 
to commitment to the job (Blau, 1999a) as weIl as its applicability to individuals from 
various disciplines/workers groups. The Job Satisfaction Survey has a total of 36 items 
that measure total job satisfaction and nine subscales that assess different facets of job 
satisfaction. The nine subscales are composed of four items each and measure 
satisfaction on a 6-point Likert scale ranging from "disagree very much" to "agree very 
much". The nine subscales measured the employee' s satisfaction with pay, promotion, 
supervision, fringe benefits, contingent rewards, operating procedures, co-workers, nature 
of the work and communication. In a longitudinal study (Blau, 1999), job satisfaction 
correlated positively with job utility and professional commitment. The nine facets of the 
job satisfaction survey were found to be positively intercorrelated (Spector, 1997). 
Reliability coefficients of each of the subscales were reported to range from 0.60 to 0.83 
(Spector, 1997). Scores range from 4 to 24 for the sub-scales and 36 to 216 for ail items. 
A high score indicates high satisfaction. Cronbach's alpha has been reported at 0.89 
(Blau, 1999b). In this study, the reliability coefficient for the total job satisfaction scale 
was 0.87. 
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Intent to stay is defined as the desire to remain within the unit and was measured 
using Shore and Martin's (1989) Intent to Stay Scale (Appendix 10). Intent to Stay has 
been found to be associated withjob satisfaction among a group ofhospital professionals 
(Shore and Martin, 1989). Shore and Martin's scale has four items that are measured on a 
5-point Likert scale. The total score ranges from 4 to 20 with a score above 12 indicating 
the intent to stay. Cronbach's alpha has been reported at 0.78 (Shore & Martin, 1989). In 
this study the reliability coefficient was 0.75. 
Finally, in order to evaluate the "innovativeness" ofthe ideas proposed by the 
health care team within each case, all ide as were listed and discussed following the 
"innovative idea grid" developed by the researcher and validated by experts in the field of 
innovation research for the purpose of this study (Appendix Il). The majority of 
participants needed to agree that an idea was innovative before it was classified as such. 
Interviews. 
Another data source used for this study was interviews. Described by Yin as an 
important source of evidence, targeted interviews composed of open-ended questions 
were conducted with the management team (Appendix 12). Nurse managers from each 
clinic were included in order to trace both the organizational context throughout the study 
and the organizational response of the action plan produced at the end of AI process. 
Interviews were not tape-recorded but detailed notes were taken and immediately 
transcribed. A total of26 separate interviews of 45 minutes to one hour were conducted. 
Eleven interviews were done with members of the management team over 12 months to 
trace the context in which the study took place and 15, over a period ofthree months, to 
examine organizational responsiveness. Experts in the field of health care organization 
research validated initial questions and probes. Before every interview, a personalised 
note was sent to each member of the management team to summarise and validate the 
content of the last interview and to situate them with regard to the sequence of reported 
events. 
Direct observation. 
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The direct observation of management meetings was done as a strategy to 
observe the organizational responsiveness to the AI process and trace the extent to which 
the organization took action based on the proposed action plan. Five management 
meetings were atlended within nursing and pharmacy as weIl as one leadership meeting 
that included physicians. Detailed observation notes were taken when any reference to 
issues regarding the AI process or action plan were discussed. These notes were 
transcribed immediately following the meetings. 
Documentation. 
Documentary information is described by Yin (2003) as a relevant source of 
evidence as it may take many forms. For this study, sources of documentation inc1uded 
the organisations' Cancer Care Plan, the Oncology Clinic Optimization Report, and the 
"Document du comité aviseur d'évolution de la pratique infirmière en oncologie déposé 
au Conseil québécois de lutte contre le cancer" (2004). These reports were useful to 
de scribe the internaI and external context in which the study took place. 
Analysis Strategy 
The analysis of the cases was done using a temporal bracketing strategy (Langley, 
1999; Van de Ven & Poole, 2000). This strategy involves decomposing the data into 
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chronological time sequences that can then be compared in the analysis between cases. 
The time sequences boundaries were defined according to the evolution of the AI process 
within each case. The qualitative and quantitative data from each time sequence was first 
analysed separately, then integrated within each case. The plan for the quantitative 
analysis did not seek to achieve statistical generalization. Rather, it was designed to 
achieve analytical generalizability when triangulated with the qualitative analysis (Yin, 
2003). That is, the generalization of the results to a specific theory rather than a particular 
population. Taking this approach, the results of case studies would either support or refute 
the proposed theoretical mode! that guided the research (Yin, 2003). In this study, the 
analysis process also allowed for each case to be viewed as a comparable unit of analysis 
and then permitted a cross case analysis to identify convergent and divergent trends 
between cases (Van de Ven, 1987; Van de Ven & Poole, 2000). This type of dynamic 
analysis permitted an exploration of 1) the content of the AI process, taking into 
consideration the context in which it was taking place, and, 2) the changes in the variables 
presented in the theoretical framework pertaining to personal, social and organizational 
factors over the three measurement times. 
Qualitative Data Analysis 
Qualitative data consisted of verbatim transcripts of AI sessions, field notes, 
transcripts of qualitative questionnaires and notes from interviews and meeting 
observations. The content analysis was done according to the method proposed by Miles 
and Huberman (1994) that consist ofthree concurrent flows of activity: data reduction, 
data display and conclusion drawing/verification. 
In the first step all data was read to extract sorne general impressions. In sorne 
cases, a combination of deductive and inductive steps was taken to help with the 
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classification ofthemes. For example, in line with the conceptual model and given the 
interrelation between the context, content and process of change (De Wit & Meyers, 
1999; Pettigrew & Whipp, 1991, 1993), further readings provided guidance for the 
designation and classification for the contextual data. In the second step, themes were 
grouped into' categories and linked to theoretical concepts. Display matrix (Miles & 
Huberrnan, 1994) and visual mapping strategies (Langley, 1999) were chosen to display 
the data and permitted a visualization of the data over the three measurement times. The 
tracking and analysis of innovative ideas during AI was done according to their 
emergence and evolution during the process. Finally, the cross case analysis provided the 
means to identify patterns and trends to gain insight into potential differences or 
similarities between cases. Data triangulation between different sources of evidence also 
contributed to the conclusions drawn. 
Quantitative Data Analysis 
Descriptive and inferential statistics were performed using the Statistical Package 
for Social Sciences (SPSS) version 12.0. Descriptive statistics were first used to de scribe 
and summarize the characteristics of the team members. Measures of central tendency 
and variability were reported. In order to evaluate how the AI intervention promoted 
changes in health care professionals' sense of empowerment, social support network and . 
perceived organizational support, a repeated measure ANOV A was conducted. The 
RMANOV A was chosen because of its ability to analyze data with "k" independent 
variables and determine significant changes in questionnaires' mean scores over time 
(Portney & Watkins, 2000). 
Correlation analyses were done to estimate ifthere were significant relationships 
between variables. Given the significant correlations between independent and dependant 
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variables (Appendix 13), multiple regressions analysis were performed. This analysis 
estimated how much of the variation of job satisfaction and intent to stay was explained 
by empowerment and organizational support (Question 3). Prior to conducting the 
regression analysis, the data was tested for the violation of assumptions regarding the use 
of multiple regression analysis with respect to the presence of multicollinearity among the 
independent variables. There are a number of techniques used to test this assumption. 
According to Lewis-Beek (1993) the preferred method oftesting for multicollinearity is 
to regress each independent variable on the other independent variables. This technique 
was used for the empowerment and the perceived organizational support variables over 
the three measurement times and not one of the correlation coefficients was above 0.7. 
This confirms that there was no multicollinearity among the independent variables 
(Lewis-Beek, 1993). The multiple regression analysis was then performed using a 
backward elimination approach. Backward elimination begins with all variables in the 
equation, and then eliminates independent variables one at a time until such elimination 
makes a significant difference in the explained variance (R2). 
Finally, change in social support network during the AI process was measured 
using a RMANOVA to estimate ifthere was any significant difference in the means of 
the number of members in the network and their proximity over time. The changes in the 
composition of the network over time were described using graphs illustrating the 
evolution in the type of workers that were included in the participants' social networks. 
Furthermore, in order to assess the participants' satisfaction with their network over time 
a McNemar analysis was performed. Used when there are two related dichotomous 
variables, the McNemar analysis tests for significant changes in responses in before-after 
studies. These analyses were done evaluating the significant changes in responses 
between TI-T2, T2-T3 and TI-T3. 
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Special attention was also given to missing data. Missing data is reported to be a 
common problem in longitudinal and repeated measure studies (EI-Masri & Fox-
Wasylyshyn, 2005; Hazard-Munro, 2005; Portney & Watkins, 2000; Stevens, 2002). 
Hazard-Munro identifies two patterns ofmissing data: those that appear randomly 
throughout the data set, and those that seem to follow a systematic pattern. A meticulous 
examination of the study data set revealed a random pattern of missing data. This was 
observed by examining the data set for trends in the way in which missing data appeared 
and a random pattern was noted. The number of items that were not answered and left 
blank (26/2925) represented 0.8% ofthe total data set and was distributed among Il of 
the final 47 respondents' questionnaires (23%). The missing data was handled by 
inputting an estimated value consisting of the mean of similar cases in the sample. Mean 
substitution is described by Hazzard-Munro (2005) as having the advantage ofbeing 
readily accessible and ensuring complete data for each case even though it may distort the 
actual distribution of values. More complete data for each case was considered most 
appropriate due to the small data set ofthis study (n = 47). 
For sorne questions, respondents indicated a "non-applicable" response. A careful 
examination of these occurrences indicated that an such responses were from the 
volunteers' and physicians' questionnaires. This was explained by the distinctive status 
of physicians and volunteers with questions relating to sorne of job satisfaction 
dimensions such as pay, promotion or supervision. These questionnaires were removed 
from the quantitative analysis. Therefore, the final sample for the quantitative analysis 
consisted of 19 nurses, pharmacists and clerical staff in Case 1, and 18 nurses, 
pharmacists, clerical staff and an aide for Case 2. 
Reliability and ValidUy 
47 
According to Rubin and Rubin (1995), most indicators of validity and reliability 
do not fit qualitative research. However, the soundness and strength of a research design 
are critical and need to be taken into consideration. 
Reliability/Dependability/ Auditability 
The underlying issue related to reliability in qualitative studies is whether the 
process of the study is consistent and stable over time, and can be repeated with the same 
case arriving at the same results (Miles & Huberman, 1994). Yin (2003) proposed that 
the way to ensure reliability is to make the description of the steps of the research as 
operational as possible. To ensure reliability, a c1ear proto col with c1ear theoreticallinks 
and a case study database based on the sources of evidence used for each research 
question was developed. During the co ding process, 120 passages were selected 
representing qualitative data from different participants from the three data collection 
points. An independent coder was given the code book definitions and executed a first 
round of coding with 15 passages for training purposes. When discrepancies or 
disparities occurred, they were discussed and details were added to one of the definitions 
in the code book. The process was then repeated with aIl 120 passages and a 92.08% 
inter-coder agreement was reached. 
Internai Validity/Credibility/Authenticity 
According to Stake (1995) data triangulation ensures accuracy and alternative 
explanations. In this study, triangulation ofthe results from quantitative and qualitative 
data was performed in order to improve the validity of findings and provide a richer 
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understanding of the personal, social and organizational dimensions that influenced the 
emergence and adoption of innovative ideas over time. Furthermore, as presented before, 
the multiple source of evidence, the establishment of a chain of evidence and the pattern 
matching between the types of evidence aU promoted a convergent line of inquiry and 
ensured the validity ofthe study. 
Since the researcher conducted the AI intervention, special attention was given to 
the validation of the evidence collected from each workshop. To ensure this, an 
independent observer was present at each of the group sessions. The observer and the 
researcher completed field notes to ensure the validity of the evidence coUected 
(Appendix 3). Furthermore, in order to promote the researcher's neutrality in the conduct 
of the intervention and the analysis of the qualitative data, reflexive validity (Waterman, 
1998) was ensured by the recognition and exploration of the researcher's biases. The 
researcher, throughout the study, maintained a logbook tracing this reflexive process. 
External Validity/Transferability/Generalisability 
Schofield (2000) cautions that the choice of cases is an important factor to 
increase the generalisability or "fittingness" (Lincoln & Guba, 2000) of case study 
research. Generalisability is taken as the degree to which a situation matches other 
situations by providing a description of a situation that is based on the detailed study of 
that situation, rather than a standardised set of results (Schofield, 2000; Lincoln & Guba, 
2000). By paying special attention to the description ofboth the context in which the 
research was conducted and the population under study, a potential comparison between 
samples was facilitated (Miles & Huberman, 1994). In addition, by using a multiple-case 
design, the external validity of the study result was increased (Yin, 2003). 
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Ethical Considerations 
Ethical approval was obtained from the Research Ethics Board of the institution 
(Appendix 14). The benefits and risks ofparticipating in the study were adequately 
explained to aIl participants. For the data derived from quantitative sources of evidence, 
careful consideration was taken to ensure the confidentiality of the individual 
participants' responses. Questionnaires were coded to identify professional groups and 
only the investigator had access to the coding system. lndividuals were informed of the 
freedom to withdraw from the study at any time. The management team was advised that 
if the study results demonstrated significant positive impact on the variables that were 
examine d, upon mutual agreement, the researcher would support further development and 
implementation of the AI intervention within the organization. 
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Abstract 
Influenced by diverse elements and actors from both inside and outside the 
organization, it is safe to say that organizational change in health care is a complex non-
linear process that evolves constantly in response to the shifts in social, economic and 
political environments. Given that context, nursing researchers and managers agree that 
current organizational models fail to address both the needs of the patient population and 
the health care workers who are becoming increasingly dissatisfied. Specifically, they are 
calling for radical changes in managerial interventions that have the potential to influence 
work design and work force management in health care organizations, while keeping the 
focus on the interactions between the different actors within these systems. This article 
presents an approach to organizational change, called Appreciative Inquiry (AI), which 
has recently appeared in health care literature. By building on positive ideas and images 
emerging from individuals or groups, this approach is reported to foster leaming and 
promote the emergence of innovative ideas. After a brief description of the theoretical 
foundations and process of AI, a review of the studies and projects initiated in health care 
is presented and the limits and advantages of using AI in health care are discussed. 
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Introduction 
ln recent years managers and researchers have had to deal with the increasingly 
complex political, social and economic factors that are influencing the health care system. 
Inefficiencies in the health care system have been highlighted by the unprecedented 
challenges of hospital c10sures and mergers combined with significant important hum an 
resource shortages. Furthermore, health care personnel are increasingly dissatisfied 
(Baumann & Blythe, 2003), and numerous researchers have been describing the impact of 
both nursing and health care services organization on patients' care experiences and 
health outcomes (Aiken et al., 2001; Aiken, Clarke & Sloane, 2002; Baker et al., 2004; 
Richer & Ezer, 2002; Rodgers, Hwang, Scott, Aiken & Dinges, 2004; Tourangeau, 
Giovannetti, Tu & Wood, 2002). It is becoming increasingly evident that the way in 
which care has traditionally been managed is incompatible with fast-paced changes in the 
health care system and fails to answer the needs of both the patient population and health 
care workers. In the midst ofthese problems and complexities, an approach to change 
has emerged in health care that focuses on the positive and on strengths within 
organizations, called Appreciative Inquiry (AI). 
The recognized - and sometimes overemphasized - complexity of the context 
ofhealth care management (Glouberman & Mintzberg, 1992; Glouberman & Mintzberg, 
2001) has often been cited as a barrier to studying new processes or philosophies of 
change. However, sorne point out that the complexity ofhealth care organizations can 
al.so provide an opportunity to bring people together in ways that make barri ers look 
different and create new opportunities (Westley, Patton, Zimmerman & Young, 2004). 
Indeed, nursing leaders have been advocating for "bottom-up" approaches that allow 
nurses and other health care professionals to be at the heart of organizational changes 
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(Vitello-Cicciu, 2003). This manuscript presents such an approach. AI (Cooperrider& 
Srivastva, 1987) is a philosophy and a transformational process that can create 
opportunities for change in health care. It offers an approach where the organization is 
considered as a "living human construction" (Barrett & Fry, 2002, p.4). By building on 
positive ideas and images emerging from the collaboration of individuals or groups 
towards developmental changes in a system, AI fosters learning and promo tes the 
emergence of innovative ideas. As Drucker (2002) points out, considering the glass half 
full or half empty represents two descriptions of the same phenomenon from very 
different perspectives. To be able to change perceptions to see the glass half-full opens 
the do or to innovative opportunities. 
Appreciative Inquiry: What is it? 
AI has been described as a radically different approach to change (Espinosa, 
Roebuck & Rohe, 2002) that puts emphasis on what is best in the organization. 
Developed by Cooperider and Srivastva (1987), researchers from the Case Western 
Reserve University, AI has been presented as an alternative to action research. Because 
of its focus onproblems and deficits, Cooperrider and Srivastva argue that action research 
has reached the limits of its capacity to stimulate human and organizational 
transformation. In a c1imate that focuses on problems and imperfections such as in health 
care, focusing on a "positive" process can open new opportunities for change. 
AI builds on the core aspirations that exist within an individual or a group seeking 
to introduce changes into a system and achieve collective goals. The emphasis is placed 
on the power of words, which are thought not only to contain information, but also to 
serve as channels through which people communicate meaning (Watkins & Cooperrider, 
2000). In the course of its four phases - discovery, dream, design and destiny - AI 
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looks for and builds on peak moments in organizationallife when individuals and groups 
feel the most alive and efficient. Throughout the process, they can envision their future 
and initiate change in the organization by concretely doing more of what they do best. 
Theoretical Foundations and Assumptions 
Appreciative inquiry is described as a theory for organizing and a method for 
changing social systems (Cooperider & Srivastva, 1987). According to its founders, the 
study of organizations needs to be guided by a des ire to understand how and under what 
conditions change is created and sustained (Cooperrider, Barrett & Srivastva, 1995). 
Hammond (1998) points out that in order to understand AI, one needs to recognize that 
individuals' and groups' assumptions are central toany change efforts in an organization. 
The work ofmany social and management theorists has focused on these issues. For 
example, Argyris and Schon (1974) have argued that understanding the link between 
individuals' actions and their behaviours is at the core of organizational change. For 
these researchers, individuals within organizations are "agents of change" because they 
are the ones who can identify and correct errors. Argyris and Schon (1978) have also 
deterrnined that an organization canlearn when, in addition to detecting an error, it is able 
to correct it by addressing the values that guide the actions of individuals and 
simultaneously adjusting the organization's action strategies and goveming values. 
Links can be made between Argyris and Schon's organizationallearning 
principles and the transformative nature of AI. As such, AI considers actions intrinsically 
linked to the manner in which people understand or construe the world and focuses on 
supporting self-organizing change processes (Bushe & Kassam, 2005; Cooperrider, 
Barrett & Srivastva, 1995). These principles aligning peoples' actions with the 
organizational context can also be found in the work of Crozier and Friedberg (1980). In 
a strategic analysis perspective, Crozier and Friedberg looked at organizations as ways 
and means of collective actions. Within this perspective, the focus is not the formaI 
organization alone, but the organizational "phenomenon" where human actions are 
central. This perspective focuses on the role played by individuals - such as the health 
care professionals, employees and patients - and their relationships in producing 
organizational change. 
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The central element in the works of Crozier and Friedberg (1980), Argyris and 
Schon (1974, 1978) and Cooperrider, Barrett and Srivastva (1995) is that organizational 
strategies need to focus on human interactions as a distinct phenomenon within the 
organization. The issue of reciprocal influence between the interactional processes and 
the wider organizational and social contexts becomes an important factor to consider 
when introducing change into a system such as health care. Recognizing the social nature 
of organizations and the importance of focusing on relationships between individuals, 
Cooperrider and Strivastva (1987) have proposed that change begin with an appreciation 
of the social potential of organizationallife. Change initiatives should be applicable, 
collaborative and provocative and they should stimulate fresh thinking. Based on these 
principles, the AI process helps to engage individuals at the heart of organizational 
change. 
Barrett and Fry (2002) founded AI on five basic assumptions: constructionist, 
simultaneity, poetic, anticipatory and positive. The constructionist assumption posits 
knowledge and organizational destiny as interwoven concepts. To be effective, managers 
or leaders within an organization need to develop the capacity to understand and analyze 
org:;mizations as human constructions. Any attempt to effect change should start with an 
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understanding of individuals within the organization. The simultaneity assumption 
recognizes that inquiry and change are not separate; rather they are simultaneous, 
inasmuch as the process of change begins from the moment a question is asked. The 
seeds of organizational change are described as "the things that people think and talk 
about, the things that people discover and learn, and the things that inform, encourage 
dialogue, and inspire the future" (Barrett & Fry, 2002, p.5). The poetic assumption is 
related to the fact that the organization is open to endless interpretive possibilities, and 
that organizations' stories evolve as the people living in them change. The anticipatory 
assumption refers to the most important resourees for effecting change in organizations: 
the unlimited imagination of individuals and groups. The AI process is described as a 
way to "get to" the competence found in individuals and groups. The anticipatory view 
of organizationallife is projected in the image that individuals or groups have of the 
future, and their sets of expectations that have the potential to become the organization's 
future. The positive assumption is explained by the fact that building and changing 
organizationallife requires considerable "positiveness" and social bonding. Barrett and 
Fry (2002) explain that because organizations are considered human constructions, they 
respond to positive thoughts, language and knowledge. In its most practical form, AI 
seeks to emphasize and build on the human potential embodied in an organization and 
empowers individuals and groups to initiate long lasting change. 
The Four Phases of Appreciative lnquiry 
The four elements of the AI process, as presented in Figure 3, are described as the 
"4 D Cycle." They are: 1) the Discovery phase, or appreciating what gives the 
organization life, 2) the Dream phase, or envisioning what might be, 3) the Design phase, 
for co-constructing or determining what will be, and 4) the Destiny phase, or delivering 
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and ereating what will be and sustaining dreams. As indieated in Figure 3, the phases are 
interrelated regardless of the topie ehosen. 
Figure 3 
Appreciative lnquiry 4D Madel 
Destiny 
"How to empower, learn, 
and improvise? " 
Sustaining 
Appreciating 
Affirmative 
Topic Choice 
the ideal?" 
Co-constructing 
Dream 
"What might be? " 
(What is the world 
calling for) 
Envisioning Results 
Note: Reproduced with permission from AI commons. Model from David Cooperrider, 
University of St Thomas presented at the Minessota OD Network, 2001. 
Discovery phase: What gives life? - Appreciating. 
This phase is described as the time required to uncover the social potential of 
organizationallife (Cooperrider & Srivasta, 1987). Anchored in grounded observation of 
the "best ofwhat is", this phase aims to bring into focus what gives life and energy to 
people and the organization. The discovery phase serves as a point of departure for 
dialogue and mutualleaming and shifts the balance of discussion from what is not 
working weIl to what is working. Whitney and Schau (1998) described this phase as the 
time to study, adapt and replicate what works and to have positive learning inform 
possible innovations. 
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Possible activities. During this phase, interviews can be conducted between the 
people involved in the process. Appreciative questions enable participants to identify the 
elements that are present when their system is at its best. The participants (the 
interviewer and the interviewee) learn as they explore peak experiences and wishes for 
the organization. 
Figure 4 
Typical Appreciative Questions 
• What do you consider to be a peak experience, 
a time when you felt the most committed, and 
most alive in your work? 
• Recall a time when you felt the most connected 
to your team. What made it special? 
Dream phase: What might be? - Envisioning results. 
Barrett and Fry (2002) depict this phase as "passionate thinking about a positive 
image of a desired and future state" (p. 7). The dream phase is an invitation for the group 
to amplify the organization's positive core and envi sion future possibilities. The 
objective of this phase is to share success stories and determine core values held by the 
group. The dream phase is a time for groups to envision their future outside of the 
traditional boundaries of what was done in the past. 
Possible activities. The stories collected during the discovery phase can be shared 
with the group as a who le. Through the continued sharing of stories, leaming occurs. 
Common themes and core values can be identified. Sub-groups can be formed from 
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larger groups to allow for more discussion and sharing. Whitney and Schau (1998) 
propose other activities such as groups making creative presentations of what their future 
might be through dramatic enactments, drawings, signing or any other forms of artistic 
expreSSIOns. 
Design phase: What should be? - Co-constructing 
The design phase is described as a high involvement process (Whitney & Schau, 
1998) in which the group reaches consensus and sets a vision for their group or the 
organization as a whole. During this phase, participants are encouraged to generate 
innovative ways to bring about the future they envisioned in the dream phase. The 
objective of this phase is to articulate provocative propositions. Provocative propositions 
are described as symbolic statements representing what is best in the organization. Stated 
in the present tense, as ifthey were already a reality, they describe howeveryone can 
participate in creating more of the best for the future (Hammond, 1998). These 
propositions set the stage for new and innovative practices. 
Possible Activities. Activities could start with a list ofthe cornrnon themes and 
values that the group identified during the dream phase. Hammond (1998) suggests that 
the group first find examples of the "best" from a list of common thernes, determine the 
conditions under which these circumstances were made possible and write an affirmative 
statement that de scribes the future as if it was already a reality. The group could also 
determine the design elements that are needed to guide the formulation of provocative 
propositions. These elements can also emerge as the process evolves. This "social 
architecture" might include sorne organizational elements such as leadership, strategies, 
processes, competencies or results. The design phase allows groups to make choices 
about their organizations. If there are many propositions or if consensus is difficult to 
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reach, participants can evaluate the extent to which each proposition represents an 
important value to them. As suggested by Ludema (2000), ultimate concems are the most 
deeply held in values, ideas, and beliefs that give meaning to organizationallife. It is 
through dialogue that these beliefs and values become clear. 
Figure 5 
Criteria for Provocative Propositions 
...J Is it provocative? Does it challenge? 
...J Is it grounded? Are there examples that illustrate the ideal as a possibility? 
...J Is it desired? If fully actualized, would the organization want it? 
...J Is it stated in affirmative bold terms? 
Destiny phase: How to empower, learn and improvise - Sustaining 
The destiny phase is a "construction of the future through innovation and action" 
(Barrett & Fry, 2002, p. 7). This last phase represents the period when changes occur. 
The objective ofthis phase is to create "actions" around the provocativepropositions, 
giving form to the values and ideals that were proposed in provocative propositions. It is 
also a time when individuals or the group make commitments to implement and evaluate 
changes. 
Possible Activities. The innovative ideas that might have emerged in the 
preceding phase can be developed for implementation. This phase may take sorne time, 
depending on the actions proposed. It is important to point out that AI does not end with 
the proposed actions. Rather, activities related to carrying out actions in the delivery 
phase continually evolve, so they could generate new ideas and dreams. The changes 
proposed during the design phase emerged from members' best experiences in the 
61 
organization and the planned actions represent ways to replicate and sustain the 
conditions that made those experiences possible. As a result, these actions are aligned 
with the participants' ultimate concems. The alignment means that actions implemented 
during the delivery phase will gamer greater support with less conflict and, consequently, 
have a better chance of creating sustainable changes. Because AI is a continuo us cycle 
(as portrayed in Figure 3), the discovery phase can take place again after actions have 
been implemented. For example, AI can be used to reflect on peak experiences and to 
identify and reinforce the conditions that favored change. This can ensure sustainability. 
Nurses in advanced practice or executive roles are weIl suited to support an AI 
process, given their knowledge of clinical and organizational issues and their leadership 
potential to influence changes in healthcare (Mintzberg & Glouberrnan, 2001). 
Furthermore, the choice of an effective facilitator is important when initiating an AI 
process. Conducting AI requires a positive and energetic facilitator who believes that the 
group will succeed and has the skills needed to keep the emphasis on the positive and on 
shared values. The facilitator also needs the support of the organization and sufficient 
time between sessions to analyze the content of each AI phase in order to ensure that the 
process moves forward and maximize the potential for success. In a fast-paced 
environment such as health care, the issue of time is important. The facilitator requires 
time for preparation and analysis of the AI sessions and participants need time during the 
change process. 
Using Appreciative Inquiry in Health Care 
Since its creation in the late 1980' s, published cases of AI applications have 
mainly been derived from businesses, non-profit organizations, and government or 
community groups (Harnmond & Royal, 1998; Ludema, Withney, Mohr & Griffen, 
2003). Despite the scant scientific evidence evaluating its impact as a change method 
(Bushe & Kassam, 2005), managers and researchers are advocating AI applications in 
health care (Espinosa, Roebuck & Rohe, 2002; Gardner, 2005; Stange, 2004; Vitello-
Cicciu, 2003). 
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A review of health care-related literature was undertaken to describe the 
application of AI in the context ofhealth care. CINAHL, Psychinfo, Medline (1990-Sept 
2005) ProQuest, Pub-Med and Science-Direct databases were searched using 
"Appreciative Inquiry" as a key word. The search resulted in a total of253 hits. 
Publications were included in the review if they discussed a research or management 
project that used AI in groups ofhealth care workers in hospitals or community health 
settings. Theses and dissertations were excluded because they are not readily accessible 
and are not "reader-friendly" for decision-makers such as nursing administrators. This is 
an important issue in disseminating knowledge to health care managers. Google 
Scholar™ was also searched using "appreciative inquiry" and "health care," and this gave 
228 hits. The results were scanned for publications not appearing in traditional academic 
databases. After scanning and applying the inclusion and exclusion criteria, Il 
publications were retained for review. Table 2 presents details about those publications. 
Of the Il publications reviewed, eight reported a research process and three a 
management or change project. Most projects applied the four phases of the AI process 
described above, with sorne using an abbreviated or modified format (George, Farrell & 
Brnkwitzki, 2002; Lavender & Chapple, 2004). Sorne used AI in collaboration with other 
approaches such as asset building (Rice, 2004) or a continuous quality improvement 
approach (Wilkinson, 2004). In these three studies, even though the advantages and 
rationale for using AI were outlined, the changes attributed to the AI process itself are 
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difficuIt to discem. Furtherrnore, of the Il projects reviewed, only four reported a 
complete AI process that included the implementation of an action plan (Meda, 2003; 
Rice, 2004; Wright & Baker, 2005; Zakariasen, Zakariasen & Lodding, 2002). Most 
presented an incomplete AI process and reported a series of actions that sometimes 
seemed mote like a wish list, and the authors did not elaborate on how the changes were 
implemented. 
The goal ofmost projects was to explore or initiate change processes. Sorne 
focused on improving care for specifie populations such as children with complex needs 
(Carter, Corby, Cooper, Curnmings, Martin & Hooton, 2005), the elderly (Reed, Pearson, 
Douglas, Swinburne, & Wilding, 2002) or pregnant women (Wilkinson, 2004). Other 
projects explored the views ofhealth care workers regarding care organization such as a 
newly forrned health care network (George et al., 2002) or maternity services in different 
birth settings (Lavender & Chapple, 2004). Whether AI was used to evaluate change 
processes (Reed & Turner, 2005), explore staff development initiatives (Wright & Baker, 
2005), define public health care services (Rice, 2004) or create a vision for a team 
(Zakariasen et al., 2002), an of the projects included in this review explored AI as an 
alternative to traditional change management approaches. The authors reported that they 
chose AI not only because it placed actors at the center of organizational changes but aiso 
because it offered a process that fostered collaboration and leaming and recognized the 
power of positive language. 
In a participatory approach such as AI, participants are considered experts or co-
researchers. Furtherrnore, since AI builds on relational resources (Bushe, 1995), selecting 
participants selected for such projects is an consideration issue. While most projects 
involved multiple stakeholders (Carter et al, 2005; Meda, 2003; Reed & Turner, 2005; 
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Reed et al., 2002; Rice, 2004;Wilkinson, 2004; Zakariasen et al., 2002), about a third of 
the projects reviewed involved single groups of actors such as nurses (George et al., 2002; 
Wright & Baker, 2005), midwives (Lavender & Chapple, 2004) or managers (Newman & 
Fitzgerald, 2001). Single groups of participants are appropriate in sorne situations, such 
as those encountered in the study by George et al. (2002) that examined the expectations 
nursing personnel had oftheir chief nurse executive in a newly formed delivery system. 
However, Lavender and Chapple (2004) pointed out that the inclusion of multiple 
stakeholders needs to be considered as a means to develop a unified approach to care. 
Sorne projects made an attempt to explore the issue of sustaining AI use in their 
organizations. Notwithstanding the bias reported by the authors, Wright and Baker 
(2005) explored the effect of implementing AI and, through individual interviews, found 
that two years later significant positive effects were recalled and attributed to AI. These 
authors also reported a decrease in sick leaves over the same period. Furthermore, Meda 
(2003) reported a census increase from 92 to 99 residents six weeks following AI, and 
Zakariasen et al. (2002) reported a 30% increase in productivity one year after 
implementing AI. Unfortunately, the lack ofrigor in how these data were reported 
prevents us from drawing any firm conclusions. 
Limitations 
A number ofprojects highlighted sorne of the limitations in using AI, and the se 
are important to address, especially in the context ofhealth care. Lavender and Chapple 
(2004) pointed out the challenge posed by lack of time and resources for an AI process. 
This would be true in any attempt to conduct an organizational intervention that brings 
actors together. Reed et al. (2002) also pointed out that the complexity of health care 
organizations makes it difficult to track changes attributable to AI. These authors add 
65 
that the capacity to effect change is often influenced by the actors' roles in the 
organization (what they called power issues). The relationship of the individual to the 
group is particularly important to address in health care where professionals are often 
depicted as functioning in disciplinary silos (Denis, Lamothe, Langley & Valette, 1999; 
Gloubennan & Mintzberg 2001; Pauchant, 2002). Others have also delineated the 
difficulties and challenges encountered in keeping the discussions focused on the positive 
(Newman & Fitzgerald 2001). These reports echo the limits that have been pointed out in 
the management literature (William, 2004; Golembiewski, 1999). Indeed, a zealous 
emphasis on "appreciation" without the theoretical and reflective attention to the basic 
principles of AI, paired with unexpressed resentments from health care workers is a calI 
for disaster. Reed and Turner (2005) address this issue and point out that problems are 
part of the story but are not the central focus of AI. Most importantly, AI does not 
suggest ignoring problems, but rather choosing to take a different path by shifting the 
focus to those elements that do bring life to the organization. 
Advantages 
Authors of the reviewed papers pointed out the numerous advantages of using AI 
in health care. Wright and Baker (2005) found that this approach was very useful in 
organizations with a "silo culture," and reported that health care workers readily got 
involved in the process. AI was reportedto promote a united approach to change 
(Lavender & Chapple, 2004), foster collaboration (Meda, 2003) and build trust among 
workers (Gorge et al., 2002). AI worked very well in a multi-agency setting where there 
was a tendency for groups to blame each other for organizational shortcomings (Reed et 
al., 2002). Rice (2004) pointed out that in large organizations, placing people in smaller 
task forces with concrete objectives made them feel that their participation was vital to 
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the change process. Finally, Newman and Fitzgerald (2001) underlined the importance of 
involving aIl management levels in the design and application of AI to order to ensure its 
success. 
The main precepf of AI is that individuals who are in relationships with one 
another can co-create an effective future that generates new meaning and inspires new 
possibilities (Finegold, Bolland & Lingham, 2002). The diversity of AI applications in 
health care will grow as managers and researchers continue to use this approach in a wide 
variety of situations. Rigorous studies are needed, however, to explore the ways in which 
the AI process leads to change given the multidimensional aspects of the health care 
context. Particular attention needs to be paid to how AI promotes learning and the 
emergence of innovative ideas in a multidisciplinary group context. Finally, research 
methodologies such as case studies or mixed methods can be useful to capture the 
multiple dimensions engendered by a change process such as AI. 
Conclusion 
In summary, using a positive approach such as AI in a system that is constantly 
fraught by budgetary constraints, a lack of human resources and a patient population that 
is getting older and sicker is innovative in itself. Managers and researchers have long 
been calling for new approaches and managerial interventions that have the potential to 
influence the work design and work force management of health care organizations 
(Aiken et al., 2001; Barney, 2002). By challenging the traditional approaches of change 
management theories that focus on problem solving, AI offers an interesting alternative 
that focuses on the human potential for organizational changes in health care. 
The founder of AI, Cooperrider, considered the appreciative mode of inquiry 
much more than a method or a technique; he saw it as a way of living. AI is a philosophy 
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and a way of looking at situations that allows individuals and groups of individuals to 
work towards a common goal, building on strengths and positive aspects of an 
organization, so that they become an integral part of its future. Furthennore, inquiry and 
change are not separated in time, and the process inherent in any organizational 
transformation is as important as the end goal. The seeds of change are planted with the 
first question in the discovery phase. By posing positive questions to uncover strengths 
and successes, a sense of hope is created. In the context of health care, AI is a way to 
envision organizational change by building on and by empowering the organization's 
most important assets: the people themselves. 
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Table 2 
Appreciative Inquiry (AI) Projects Conducted in Health Care. 
AuthorslReference Purpose Method Sample/settin~ Key findin~s Comments 
Carter, B., Corhy, B., Develop a set of hest Research approach N=69 -Production of 10 -AI process weil 
Cooper, L., practice guidelines guidance plans in explained, 
Cummings, J., for working with AI process conducted Including: response to the goal -No information on 
Martin, L & Hooton, children with using 3 types of Multiple stakeholders of the research. the application of the 
S. (2005) Executive complex needs to activities: such as parents, guidance plans, 
report: Multi Agency enhance multi-agency -Appreciative volunteers and health -Involved multiple 
Working Practice working practice and interviews, care workers from stakeholders. 1 
Project. Faculty of organizational -Nominal group diverse fields. 
Health, University of development. workshops, 
Central Lancashire. -Consensus 
(UK) workshops. 
George, V., Farrell, Examine performance Research approach N=29 nursing -Co-creation of chief -Sample selection 
M. & Brukwitzki, G. competencies that personnel nurse executive criteria explained, 
(2002). Performance nursing personnel -Descriptive study performance -Little information on , 
competencies of the expect of a chief using a single-event From 5 hospital competencies for new limits and how the AI 
chief executive in an nurse executive in a modified AI focus (rural, inner-city and organizational process evolved. 
organized delivery newly formed group. suburban) structure. 
system· organized delivery -Focus groups, lasting representing 6 
(USA) system. 2.5 hours, conducted nursing categories. 
at each clinical site. 
Lavender, T., & Explore in depth the Research approach N=126 midwives -Attained the goal of -AI used as a starting 
Chapple,J. (2004). An views of niidwives -3 questions guided the study with actions point in the change 
exploration of working in maternity the AI process and From 14 sites and 4 suggested. process, 
midwives' views of services about birth represented 3 of the 4 different birth -Proposed next step: -Sampling strategy 
the current system of setting, models and phases of AI. settings. develop a unified weil explained, 
maternity care in philosophy of care. -15 focus groups approach that will -Provocative 
England. lasting 60-260 develop strategies to propositions not 
(En gland) minutes. implement actions cIearly reported. 
69 
Autbors/Reference Purpose Metbod Sam ple/setting Key findings Comments 
5-14 participants per 
groups. 
Meda, A.K. (2003). Discover the Research approach N=74 -Provocative -Stages of the AI 
Tendercare Inc., a qualitative elements (Grounded theory) statements used as pro cess weIl defined. 
case study using of the center's 24 staff and 50 guiding. philosophies -Reported changes in 
Appreciative Inquiry. positive core and -AI conducted in residents. to increase teamwork the system. 
identify specifie conjunction with a and quality of care at -Involved multiple 
For-profit tactics that will "census development" the center. stakeholders. 
organization, (USA) enhance teamwork. campaign using Process resulted in: 
surveys and structured -Monthly in services 
interviews. being re-instituted. 
1 
-Creation of a cross-
disciplinary team. 
Newman, H.L., & Initiating a change Research approach Number of -Experience of AI -Used abbreviated AI 
Fitzgerald, S.P. process initiative (Action research) participants not shifted power format, 
(2001). Appreciative building on the reported. dynamics through the -Involved single 
Inquiry with an strength of the Used AI during a simultaneous co- stakeholders. 
executive team: organization as large-scale Managers only. construction of data, 
moving along the experienced and organizational change -Reported reflex ive 
action research reported by executive . effort at a retreat with AI pro cess conducted learning regarding the 
continuum. team. managers. during a week-end AI process. 
Non-profit health care -Used AI abbreviated retreat. 
facility (USA) format. 
Reed, J & Turner, J Explore and evaluate Research approach N=18 -Identified a range of -Focus on processes 
(2005). Appreciating processes of change strategies and ski Ils of change. 
change in cancer initiated during the Evaluative study. From a mix of that participants -lnvolved multiple 
services - an Cancer Services professional staff. developed to support stakeholders. 
evaluation of service Collaborative First phase of AI only From different and facilitate service -Sorne limits 
development. Improvement (Discovery) geographic areas and changes. addressed. 
program. -30- to 90-minute seniority levels. 
(UK) phone interviews -AI reported as 
-Questions sent successful to evaluate 
beforehand. change. 
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AuthorslReference Purpose Method Sam ple/settine: Key findines .Comments 
Reed, J., Pearson, P., Develop practice in Research approach N=71 -Generated many -Changes not 
Douglas, B., improving hospital ideas and much implemented; study 
Swinburne, S. & discharge for older -AI process: 3 Group composed of debate. stops with action plan. 
Wilding, H. (2002). people. workshops using health care -Encouraged -Involved multiple 
Going home from interviews, focus professionals and lay collaboration and stakeholders. 
hospital - An group and nominal people from 37 network building. -Limits addressed 
appreciative inquiry group technique. different agencies -Legitimized the regarding process and 
study. participation of non- methodology. 
traditional 
(UK) participants in the 
change process. 
Rice, K. (2004). Define and plan Management project Numberof -Reported as -AI pro cess not 
Health services: public health care participants not successful. explained in detail, 
Client-based or services. -Used asset building reported -Five-year business -How much of the 
Population-based? along with AI. plan developed. success attributed to 
-Process lasted 2 Core group: decision as set building or the 
(USA) years. makers. AI approach? 
-Part of the process 
9 task forces involved multiple 
including health care stakeholders. 
professionals and 
citizens. 
Wilkinson, D. (2004). Implement model for Management N=from 10 at the -Showed that -Change variables not 
The Nepal safer change to improve Project beginning to 36 staff innovative weIl described. 
motherhood project service prevision to identified as change management can -Involved multiple 
(NSMP): A model for maternity care in Uses a combination of agents. deliver positive stakeholders. 
change. Family Nepa\. AI, management tools change in attitudes, 
Health Division, and continuous behaviours and 
Department of Health quality improvement working practices. 
Services. (Nepal) (CQI) approaches. 
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AuthorslReference Purpose Method Sample/setting Key findin2s Comments 
Wright, M. & Baker, Obtain preliminary Research approach N=32 nursing staff in -Process weIl - # of employee 
A. (2005). The effect data on the short- and pediatrie liver received. compared in retention 
of AI interviews on medium-term effects -Explorative study transplant ward. -No improvement in data not mentioned. 
staff in the UK and personal using grounded recruitment or -Results of "Cost 
National Health acceptability of AI in theory. retention but t in effectiveness" not 
Services. staff development in -Individual I-hour absences due to supported. 
health care. interviews. sickness. -The 2-year foIlow-up 
(UK) -Did the discovery -AI reported as cost only briefly reported. 
phase only. effective connecting -Limits not addressed. ! 
-Recruitment and professionals' 
retention data motivation toward 
coIlected 25 months quality in their work. 
before the project to 8 -2 years later 
mo. after and significant positive 
compared with other effects were recalled 
ward. and attributed to 
-Follow-up 2 years interviews. 
later. 
Zakariasen, K.L. In the realm of Management project In the case example: -AI offered unique -Case example only. 
Zakariasen, K.A. & practice planning, use N = 17 employees and insight on how to -Productivity data not 
Lodding, D. (2002). AI to help in creating AI is presented as a 5 dentists envision practice, supported, . 
The practice of your a vision and action management -Positive group - Invo!ve multiple 
future: creating a plan for practice approach. process, stakeholders, 
vision. strategy in dental -Increased -Limits not addressed. 
practice. productivity of 30% 
(USA) one year post AI 
Chapter 4 - Case Presentation 
Preface 
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The case presentations and analysis are presented in three sections and structured 
according to the elements of the theoretical framework and research questions as 
presented in Chapter 1 (p. 2-3). The first section de scribes the socio-political and the 
organizational context at the time the Appreciative Inquiry (AI) was conducted. This 
data, descriptive in nature, helps the reader to understand the context that prevailed at the 
time of the study and the way in which the organization responded to these socio-political 
"forces" . 
In order to present a comprehensive account of each case, the second section 
presents the specific context within each case, followed by results of the quantitative 
analysis and a summary of the qualitative analysis related to the persona!, social and 
organizational elements that are proposed to influence both the emergence of innovative 
ideas and job satisfaction (Question 1). Both the results of the quantitative analysis and a 
summary of the qualitative analysis are presented in sequence of the three measurement 
periods used for this study. The third and last section presents the results of the study 
outcomes with each case. The emergence of innovative ideas (Question 2) inc1uding the 
organizational response (T2-T3) to the action plan produced at the end of the AI process 
(see Appendix 2), and results of questionnaires on job satisfaction and intent to stay 
(Question 3) are presented sequentially within each cases. Only the trend analysis within 
cases is presented in this chapter and the cross-case analysis will be presented in Chapter 
5. 
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Context of the Study 
Social and Political Context 
With the recent health care reforms and new legislations from both provincial and 
federal governments, health care institutions have been called to integrate services to 
better serve the health care needs ofthe population. In January 2004, the Quebec 
provincial government adopted new legislation (Bill 25) that proposed the 
implementation of new integrated health care networks called RUIS (Réseau 
Universitaire Intégré de Santé) and CSSS (Centre de Santé et de Services Sociaux). 
These new structures divide the Province of Québec into geographic regions. There are 
four RUIS and 95 CSSS. In the case of the RUIS, each one of the four medical university 
networks have the responsibility to coordinate tertiary health care services, teaching and 
research provided by each university's faculty ofmedicine and its associated teaching 
hospitals within their respective regions. The goal is toprovide the population with 
access to the right health care service at the right time by the right person. 
These new structures were particularly relevant for the growing cancer population 
that needed to navigate through an increasingly complex system to receive the appropriate 
care along the illness continuum. However, while policies were put in place to deal with 
the reorganization of health care services based on population needs, very few resources 
were allocated by goveming bodies to support the transition to these new structures. 
Added to the context ofhealth care worker shortages, this "push" to a new model of care 
had the opposite effect and resulted, according to sorne, in a deterioration of health care 
service delivery. 
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Organizational Context 
Important changes in the health care sector. 
By the beginning ofthis study in May 2004 (Tl) the centre in which the study 
took place received the confirmation that they would be one ofthe four RUIS, covering 
over 60% of the province's geographic region to serve a population of 1.7 M. At the 
same time, and in line with this new reform, the Quebec Minister of Health announced at 
"le Forum sur le cancer au Quebec" in April 2004 that the Ministry's priority was for 
cancer patients and that additional funds would be allocated for the reorganization of 
cancer care services. 
Interviews with various department directors, associate directors and coordinators 
who were met during the study, confirmed that this political context exerted pressures on 
the organization and was their preoccupation at the time. Furthermore, these directors 
also identified that, in cancer care in particular, advances and updates in technologies also 
exerted financial pressures on the system and with the new legislation, new 
administrative, clinical and govemance structures might be needed. Directors recognized 
that cancer care needed to be reorganized, while front line managers feared this 
reorganization might lead to a decrease in their strategie positioning within the 
organization. 
Intemally, following a departure of over 50% of oncologists from one of the sites 
within the organization in 200 l, recruitment for physicians was still ongoing three years 
later. There were some difficulties, especially with out-of-province recruitment, because 
of strict legislative codes. Shortages ofhealth care personnel, particularly nurses and 
pharmacists, also continued to be a preoccupation in specialty areas such as oncology. 
Furthermore, because major renovations were suspended pending the transfer to a new 
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location, current facilities had reached their maximum capacity and were in great need of 
expansion for treatment areas, isolation rooms and offices. 
Impact of changes on hea!th care personnel. 
Directors recognized that the many pressures on the system also led to increased 
tension both within and between professional groups. This resulted in a perceived 
resistance to change and discontent among health care personnel in general. Furthermore, 
because ofhuman resource shortages, professional education and development initiatives 
also had to be put on hold. 
The directors agreed, however, that, amid this "chaos", the strengths of the 
organization resided in the health care personnel. Particular recognition was given to the 
competencies of nurses, pharmacists and volunteers. More specifically, the directors 
recognized nurses and pharmacists for their relational capacities, knowledge capabilities 
and professional attitudes. Many of the oncology personnel were considered as experts 
and served in regional, provincial and national professional oncology associations. Sorne 
directors considered that these talents and competencies were important assets for the 
organization. 
Changes in Se!ected Persona!, Social and Organizationa! Factors 
Throughout the study and the different phases of AI, l traced selected personal, 
social and organizational factors because oftheir relationship to innovation and job 
satisfaction. l first will present a summary of the specifie clinical context in which the 
study took place and then will present the findings related to empowerment, social 
network at work and perceived organizational support for Case 1 and Case 2. 
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Case 1 - Clinicat Context Summary 
Due to the oncologists' departure, patients and sorne clinical activities were 
transferred to the Case 1 clinical area. According to the directors that were interviewed, 
this transfer of activities created an "overload". Even though sorne nurses were "on loan" 
to help with the increased volume of activities, tensions were omnipresent within the 
system. Sorne felt this was partly caused by a lack of adjustment in work organization 
but others felt this tension was due to a deficient communication system. Directors 
described the increased "wait list" for patients, increased employee stress and 
dissatisfaction regarding quality of care as elements having an impact on the recruitment 
and retenti on of personnel. 
Case 1 - Empowerment 
Despite this situation, participants' responses to the Spreitzer's Psychological 
Empowerment Scale remained moderately high at each of the three times of measure. 
While a score above 48 indicates higher empowerment, Table 3 reports that nurses' (n = 
14) mean scores over time were 58.9,59.9 and 56.7. Table 3 also reports that non-nurses' 
(n = 5) mean scores were higher at 64.6,65.8 and 66.2. The results ofthe repeated 
measures ANOV A showed no statistically significant difference (p > .05) [F (2,34) = 1.052; 
MSE =33.035; P = .360]. As demonstrated in Figure 6, feelings of empowerment were 
generally strong and increased slightly during the time the AI was conducted (between Tl 
and T2). A decrease in mean scores can also be noted between the second and third 
measurement time among the nurses' group. 
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Table 3 
Total Mean Scores and Standard Deviations ofSpreitzer's Psychological Empowerment 
Scale over Three Measurement Timesfor Nurses and Non-nurses - Case 1. 
Tl 
T2 
T3 
Figure 6 
Psychological Empowerment - Case 1 (n = 19) 
Nurses (n = 14) 
M(SD) 
58.93 (9.48) 
59.93 (7.26) 
56.71 (6.40) 
Non nurses (n = 5) 
M(SD) 
64.60 (8.85) 
65.80 (7.86) 
65.80 (6.83) 
Trends in Psychological Empowerment Over Time. 
Fmpowerment - Case 1 
80 
15 
~70 
r>165 I ...... -Nurses 
a 
--Nonnur"". 
" .. 60 ::;: .... 
--- • 55 
50 
Ume! Ume 2 Ume3 
Ume 
These moderately high feelings of empowerment were aiso reflected in the 
participants' responses to the survey question on how their work allowed them to feel 
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control over important issues at work. Their responses mainly addressed the feelings of 
autonomy and control in making decisions about their work. Feelings of self-
determination or having the power to determine what needs to be done in pro vi ding 
patient care were also salient across both the professional and volunteer (non-nurse) 
groups over the three times of measurement. 
Nurses provided more statements that related to their competence, the influence 
they had on patient care and about what they believed to be important for their jobs. 
Their feelings of competence regarding oncology nursing allowed sorne respondents to 
feel in control over their practice, especially when providing direct patient care. The 
other health care professionals also reported feelings that their competence had a direct 
impact on patient care. 
Respondents from Case 1 also described the differences they perceived between 
their work and their beliefs about standards of care. Given the increased volume of 
activities experienced in the last couple of years, nurses felt that they were unable to 
provide care according to their values, particularly because of workload and patient 
complexity. 
For sorne respondents, despite these pressures, work was meaningful and they 
took on the responsibility of influencing care according to their values. This made them 
feel in control. Throughout the study, respondents also underlined the importance of 
providing care that made a difference in their patient's life. As time passed, however, 
there were increasing numbers of statements on the surveys from nurses about feeling 
"like a robot" or "working on an assembly line" regarding patient care and treatment 
administration. These comments point to decreased feelings of empowerment and this 
was shown in the lower scores on the Spreitzer's Psychological Empowerment Scale at 
the third time ofmeasurement (Figure 6). One nurse's excerpt reflects this decreased 
sense of empowerment at T3: 
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"] feel that ] am working on an assembly line with no control over my work 
environment. ] have no control over the number of patients, ] care for, the type of 
care 1 am able to provide, the hours ] work, or even where ] work (. . .) My ability 
to provide competent high quality, empathetic nursing care is squashed by the 
volume of patients and the scope of work involved and ] feel more and more 
powerless to change this situation" (N 1-3) 
Case 1 - Support Network at Work 
Overall, the support network provided at work by colleagues and co-workers was 
identified by Case 1 participants as an important element that influenced their capacity to 
deal with work demands. Participants' numeric ratings and qualitative comments 
indicated that the quality of their relationships with colleagues was more important than 
the number ofpeople in their networks. Fiore, Coppel, Becker and Cox's (1986) adapted 
version of Antonucci's Social Network Questionnaire (SNQ, measuring the number of 
members in a person's network, their c10seness to each person and satisfaction, showed 
no statistically significant differences over the three measurement times for the number of 
people to whom they felt the closest (p > .05) [F (2,36) = 3.016; MSE = 3.251; p = .062]. 
On the other hand, participants described how the support and their relationships 
with their co-workers influenced their work at the clinic. These responses reflected their 
appreciation of the functional support that members of their team provided; this included 
both socio-emotional and instrumentaI support. 
Nurses placed greater importance on the instrumental type of support, especially 
as a way to ensure work efficiency and quality patient care. Even though sorne 
respondents identified the importance of laughing or socializing at work, sharing 
expertise or workload was prevalent. For nurses and other members of the health care 
team, both the availability and the helpfulness of colleagues from different disciplines 
were important assets of their network as portrayed by these excerpts from a nurse and 
from a physician: 
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"Nurses and doctors at the clinic are mostly excellent professionals. If you have a 
problem or question you can go to them" (N i-4) 
« L'excellence des relations entre collègues et avec les différents actes de la 
clinique (secrétaires, bénévoles, injirmières etc . ... ) permettent parfois de résoudre 
des problèmes pratique qui surviennent à tout moment en raison du manque de 
ressource. D'autre part, il y a un soutient mutuel qui est très appréciable (. .. ). 
Cela existe dans les multiples détails de lajournée de travail» (Phyi-i) 
For sorne nurses and other members of the health care team, the support and 
guidance from colleagues was also perceived as an important element to ensure quality 
patient care. The trust and recognition of co-workers' competence is portrayed by these 
excerpts from a nurse and a pharmacist: 
"Without support the work in this place is impossible (. . .) Support is necessary so 
] can eat my lunch in peace. Also when ] go home (. . .) ] know that my patient will 
bejine (Ni-i2)." 
"] believe that a good relationship with your co-workers (where people work 
together in harmony for a common goal) is favourable to positive patient 
outcomes. (Phai-2) " 
Even though the help from co-workers in dealing with the job's demands was 
important, the ratio of comments about instrumental versus socio-emotional support 
shifted overtime. For example, respondents identitied instrumental support as an 
important source of support versus socio-emotional support in a ratio of2: 1 at the tirst 
time of measurement. By the third measurement time, respondents offered comments 
related to socio-emotional and instrumental support in equal numbers. 
Sorne respondents saw the AI process as a way to improve communication and 
support. These excerpts from a pharmacist and a physician reveal sorne of the network-
related actions initiated as a result of the AI process. These actions, such as the 
interdisciplinary forum, helped communication even though the respondents saw the 
changes as being slow to come: 
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"The development of the "interdisciplinary forum" which meets once a month will 
also be instrumental in helping the various members of the oncology clinic come 
up with ways to improve the services and care given to the patients. Better 
communication between the various members of the oncology team is also 
paramount to the successful functioning of the clinic. We should be working 
together, not each of us in our own perspective department with no 
communication with other members of the oncology clinic team. " (Phal-2) 
« Les relations avec l'équipe sont excellentes mais nous n'avons pas assez 
d'échanges entre nous pour améliorer notre façon de travailler. Je sens que les 
habitudes installées depuis longtemps sont difficiles a faire évoluer le système est 
peut être trop « grand» et il est donc plus difficile de faire bouger les choses. Par 
exemple, le. forum interdisciplinaire mis en place permet de discuter des 
problèmes mais pour le moment (depuis 3 mois qu'il fonctionne) je n'ai pas le 
sentiment que cela ait permis de faire changer quoi que ce soit! » (Phyl-3) 
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In line with this perceived slowness to change, by the third measurement time, 
there were a few respondents that identified a lack of instrumental support from 
colleagues and this brought sorne dissatisfaction. Negative comments from participants, 
such as the following from a nurse, did not appear in the tirst and second measurement 
time during the period the AI was being conducted. 
"] find my colleague 's patience is wearing off. There has [sic} been a few 
incidents of work error that 1 feel should not happen. Lack of communication, 
pre-occupation with other thing [sic} while working has been a major source of 
dissatisfactionfor me." (N1-3) 
Even though respondents generally expressed their satisfaction rather than their 
dissatisfaction about their functional support throughout the study, at the third 
measurement time their dissatisfaction with functional support was prevalent. 
Furtherrnore, while sorne nurses noted that functional support was absent or variable at 
the beginning of the study, by the third measurement time their dis satisfaction was linked 
to the negativity of sorne tearn members or the sense of fatigue or burnout of others. This 
is portrayed in this excerpt from a nurse: 
"Wow! Right now there is not a lot of support going on. Fatigue, burnout, 
frustration, anger have been noticeable lately (. .. Jour limited energies go to 
provide the best care we can to our patients and very liule energy left to support 
our coworkers. Some days we barely have time to say hello to each other. ] find 
it so sad to see such a skilled, competent team of people struggling so hard and 
becoming demoralized. We each have standards of care, which we strive for, but 
] don 't know how much more the system can endure before those levels of care 
suffer. Right now ] feel like 1 am working in an insecure group and if we want to 
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create change, try new things we need to feel secure in our work place. Knowing 
that my co-workers are there to support me is important but given the current 
circumstances J'm not sure the support is there. " (N 1-3) 
Case 1 - Perceived Organizational Support 
While the respondents generally described support from colleagues in positive 
terms, their perception of support from the organization was restrained. A score above 68 
on the Perceived Organizational Support Measure indicates a positive perception, but 
generally the results showed a rather negative perception of organizational support, even 
though the results of the repeated measures ANOVA showed no statistically signiticant 
difference (p > .05) in scores over time [F (2,36) = .428; MSE = 64.306; p = .655]. Table 4 
and Figure 7 demonstrates that nurses' (n = 14) scores gradually decreased from 61.14 to 
59.14 to 56.78 over the three measurement times. Table 4 also reports that non-nurse's (n 
= 5) scores were slightly higher but also negative at the tirst and second measurement 
time at 64.6 and 62 and increased at the third measurement time to 69.2. 
Participants' impressions of the support received from the hospital and/or the 
clinic's management was also varied. Despite the positive perceptions regarding the 
support given by the organization to undertake the AI process, participants perceived a 
lack of organized actions addressing issues around personnel shortage and retention. 
Both nurses and pharmacists perceived sorne injustice related to the distribution of human 
resources within the service. At each measurement period, nurses felt that their 
colleagues, such as clerical staff, pharmacists and physicians, were overworked and that 
additional resources needed to be provided by the organization. Similarly, one of the 
pharmacists felt that nurses and clerical staff needed additional resources. 
Table 4 
Total Mean Scores and Standard Deviations of the Perceived Organizational Support 
Measure over Three Measurement Times for Nurses and Non-nurses - Case 1. 
Perceived Organizational Support - Case 1 (n = 19) 
Tl 
T2 
T3 
Figure 7 
Nurses (n == 14) 
M(SD) 
61.14 (15.68) 
59.14 (20.65) 
56.79 (24.39) 
Trends in Perceived Organizational Support Over Time 
Organizational support - Case 1 
75 
70 
f / =65 ~ ~ II· ... -Nurse s:: 
--Non nurse 
=60 --~ --- -- ... 
55 
50 
Timel Time2 Time3 
Time 
Non nurses (n = 5) 
M(SD) 
64.60 (19.19) 
62.00 (18.23) 
69.20 (17.30) 
A few nurses also reported the absence of rewards from the organization and the 
lack of concrete actions that could alleviate their stress or improve their work 
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environment. In light of this perception of inaction, sorne nurses described being tired 
and feeling hopeless regarding possible changes within the organization. This nurse 
reported this issue c1early: 
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"1 feel that there is no support from the clinic management or the hospital. (. . .) 
Our physicians are overworked and have !ittle time to deal with obvious 
problems. We cannot deal with the number of patients we currently have yet 
weekly we have new patients in large numbers to add to the schedule. How can 
one say no? (..) 1 look around at a great team ofpeople who seem to be so tired 
but we lack the energy to try to change anything. We want someone to come in 
and find it, make it al! better. How can you support others when you are having 
difficulty standing tal! on your own?" (N 1-2) 
A physician added that this perceived lack of support had a direct impact on the 
quality of care provided to the patients: 
({ Au niveau de l'organisation de la clinique, beaucoup d'efforts sont faits pour 
essayer de pallier aux différents manques de ressources et pour éviter de moins 
bien traiter le malade. Toutefois, malgré la bonne volonté de chacune et chacun, 
il arrive que l'on se voie rejùser une place en chimio pour un malade et c'est très 
frustrant. » (Phyl-l) 
On the other hand, participants generally perceived support from their immediate 
manager, such as the head nurse, as positive. Sorne also identified the application of the 
AI process as a sign that the organization and the managers were ready to support them. 
They described the AI process as beneficial for addressing issues such as communication 
and interprofessional collaboration. The following quotes from a nurse and a pharmacist 
reflect these issues: 
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"The [AI] pro cess once underway was received as a breath offresh air by many 
participants who have been lookingfor planned constructive change in 
preparation for expected future transitions" (N 1-03) 
"Certainly the AI has been extremely important and encouraging. ft has opened 
communication now been understanding of problems and willingness of the 
executive to solve important issues are pendant" (Phal-2) 
Case 1 - Summary 
In summary, despite the tensions caused by increased clinical activities, Case 1 
participants had a high sense of empowerment regarding their work, particularly 
regarding the individual care that they were able to pro vide to their patients. During the 
first two measurement periods, while the AI process was conducted, participants also 
reported co-workers' support from aIl disciplines. They reported that the quality of the 
support in their network, rather than the number of people within it, was very important 
for their o~ and the patients' weIl- being. At times one and two, many participants 
described the AI process as a way to improve communication and to build on common 
goals for the future. AI was also perceived by sorne as a "sign" that the organization was 
ready to support and implement changes. 
By the third measurement time however, participants reported continued tensions 
caused by workload and treatment complexity, and feelings of empowerment were 
slightly decreased, particularly among nurses. While sorne still hoped that the actions 
initiated during the AI process would bring changes, sorne also observed decreased 
support from co-workers and reported on their misgivings regarding the inactions of 
upper management regarding the changes that they perceived were needed to provide 
quality care. 
Case 2 - Clinical Context Summary 
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Due to the departure of oncologists, administrators needed to review current work 
organization and utilization of human resources. One pharmacist and two nurses were 
transferred to the other center (Case 1) to deal with the increased volume caused by the 
transfer of patients. The departure of oncologists caused between 500 to 600 patients to 
be transferred to other centres. The oncologists' departure also created feelings of 
uncertainty among staff regarding their future and the future development of their 
department. With the adoption of new legislation requiring the creation of cancer centres, 
these feelings increased. During this time, issues of professional development were also 
being addressed, especially among the nurses' group. 
Many months before the Health Care Minister's announcement regarding the 
creation of the "Infirmière pivot en oncology" (IPO), nurses within this clinic had created 
a role for "case managers", on a part-time basis, who co-ordinated the care of specifie 
cancer populations. The other members of the nursing team supported this initiative and 
had agreed to take on their colleagues' workload for the days devoted to this position. 
Most directors supported this initiative and described this clinical team as being very 
open and receptive to change. 
Case 2 - Empowerment 
In line with this context, participants' responses to the Spreitzer's Psychological 
Empowerrnent Scale showed moderately high scores at each of the three times of 
measure, particularly among the nurses. Table 5 reports that nurses (n = 14) mean scores 
were 65.28, 65.5 and 63.28; the se are weIl above the score of 48 indicating higher 
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empowerment. The non-nurses (n = 4) group scores were also moderately high, although 
slightly lower, at 61.75,62.5 and 58.75. The results of the repeated measures ANOVA 
showed no statistically significant difference between the means of the groups over the 
three times ofmeasure (p > .05) [F (2,34) = 1.052; MSE = 33.035; p = .360]. As 
demonstrated in Figure 8, there is a slight decrease in the level of empowerment between 
the second and the third measurement period. 
These feelings of moderately high empowerment were apparent in the 
participants' responses on the survey to a question about how their work allowed them to 
feel in control over important issues. Their responses mostly revealed their feelings of 
empowerment in relationship to their autonomy or control in making decisions about their 
work. Issues of self-determination and control were also evident over the three 
measurement times. The positive focus given to that control, however, decreased over 
time. 
At the first measurement period, many respondents including nurses, pharmacists, 
physicians and volunteers, reported that their work allowed for professional development 
and autonomy and allowed them to control their clinical practice, especially in direct 
patient care. They reported perceiving more control in their work when they were able to 
perform their tasks and collaborate with other team members to provide proper treatment. 
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Table 5 
Total Mean Scores and Standard Deviations ofSpreitzer 's Psychological Empowerment 
Scale over Three Measurement Times for Nurses and Non-nurses - Case 2. 
Tl 
T2 
T3 
Figure 8 
Psychological Empowerment - Case 2 (n = 18) 
Nurses (n = 14) 
M(SD) 
65.29 (8.185) 
65.50 (11.89) 
63.29 (7.81) 
Non nurses (n = 4) 
M(SD) 
61.75 (6.65) 
62.40 (10.21) 
58.75 (14.98) 
Trends in Psychological Empowerment Over Time. 
Empowerment - Case 2 
BD 
75 
f 70 
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'" 
. ___ Non nurses, 
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---
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The support and encouragement to implement new ideas or to network within or 
between professional groups was considered by sorne as important contributors to their 
feelings of autonomy. This is pointed out in this excerpt from a nurse: 
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"1 am supported to network with other nursing professionals in Oncology. ( ... ) 1 
am given the power to institute change based on my opinion of priorities. 1 am 
respected by peers and by other professionals who seek my opinion. 1 am 
supported to present at and attend national and international forum [sic} in 
Oncology. 1 am supported by competent nurses who are committed to their 
practice." (N13-2) 
Of the elements that contributed to a lack of control, respondents pointed to the 
lack of resources and ineffective work organization. Nurses particularly considered that 
these factors contributed to the increased patient wait time for treatments. 
At the second and third measurement time, there were fewer positive statements 
about ways that work provided feelings of control and autonomy in decisions about 
patient care. Additionally, participants' statements relating to.a lack of control were more 
specifie and pointed to governance or organizational issues. For example, nurses 
described their Iack of control within what they described as a medically-driven system 
and top-down management. At this time, nurses also commented on issues of budget 
restriction and Iack of role c1arity, particularly in Iight of the delay for the formalization 
of the IPO roie. This pattern, suggesting a decrease in feelings of empowerment between 
the second and third measurement time, is aiso reflected in Spreitzer' s Psychological 
Empowerment Scale as showed in Figure 8. 
Case 2 - Support Network at Work 
The Case 2 participants' survey responses indicated that the support network 
provided at work by colleagues and co-workers was an important element that influenced 
their capacity to deal with their work demands. Participants' numeric ratings and 
qualitative comments indicated that the quality of their relationships with colleagues was 
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more important than the number of people in their networks. Fiore, Coppel, Becker and 
Cox's (1986) adapted version of Antonucci's Social Network Questionnaire (SNQ), 
measuring the number ofmembers in a person's network, their closeness to each person 
and their satisfaction showed no statistically significant difference over the three times of 
measure for the number of people they felt the closest to ( p > .05) [F (2,34) = .639; MSE = 
2.986; p = .534]. 
Participants described how support and relationships with co-workers influenced 
their work and expressed their appreciation of the functional support that team members 
provided. At aIl three measurement times, nurses identified both instrumental and socio-
emotional support as important types of support, while the other members of the health 
care team who participated in the study identified mostly instrumental types of support as 
being important in their daily work. 
Receiving and providing emotional support in times of need and sharing and 
encouraging each other were identified by sorne nurses as very important in their daily 
work at the clinic. On the other hand, instrumental support was also important and took 
the form of professional guidance regarding specifie clinical issues. A physician 
estimated that this type of guidance, especially from the interdisciplinary team, increased 
work efficiency and quality of care. 
Furthermore, nurses reported that both emotional and instrumental support were 
important contributors not only to job performance but also to work satisfaction. This is 
portrayed in the following excerpts from nurses: 
« Le support de mes collègues est essentiel a mon confort, ma stimulation et mon 
rendement au travail. Je crois que nous respectons, en général notre expertise 
individuelle. Nous travaillons assez bien en équipe et tentons de partager nos 
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taches. Point de vue plus personnel, je sens en général bien (e support de mes 
coll~gues lorsque nous avons des difficultés personnelles, compassion, douceur, 
tendresse, compréhension. » (NiO-2) 
"(. . .) We help each other 's [Sic J and support each other in different ways. This is 
the reason each morning 1 like to come to work, because 1 'm sure if 1 need help 
with my work 1 don 't feel 1 work alone. 1 feel appreciated also. Since [sic J many 
years 1 didn 't feellike this. " (N6-2) 
The respondents' satisfaction with their functional support was very positive 
throughout the study both for the nursing group and for the other members of the team. 
Furthermore, the team's support in general was perceived as an essential requirement for 
meeting patient health care needs, especially in times of budget restrictions as shown in 
the following excerpt from a nurse: 
"Without on-going support patient care needs could not be properly met. it is 
only because we are working weil together that we can surmount the issues due to 
the under funding ofnursing care. " (N2-i). 
Case 2 - Perceived Organizational Support 
Overall perception of support from the organization was identified as insufficient. 
While scores above 68 indicate a positive perception of organizational support, 
participants' responses from the Perceived Organizational Support Measure showed a 
negative perception at each ·of the three times of measure (Figure 9). Results of the 
repeated measures ANOVA showed no statistically significant difference in participants' 
scores over the three measurement times (p > .05) [F (2,34) = .641; MSE = 218.653; p = 
.533]. Table 6 reports that nurses' (n = 14) scores were 68,65.2 and 66.6, showing a 
slight decrease between the first and second measurement time. Non-nurses' (n = 4) 
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scores showed a greater decrease in their perception of organizational support with scores 
of 60.5, 50.25 and 42.5 (Table 6). 
Table 6 
Total Mean Scores and Standard Deviations ofSpreitzer's Psychological Empowerment 
Scale over Three Measurement Times for Nurses and Non-nurses - Case 2. 
Perceived Organizational Support - Case 2 (n = 18) 
Tl 
T2 
T3 
Figure 9 
Nurses (n = 14) 
M(SD) 
68.07 (23.82) 
65.21 (20.35) 
66.64 (21.40) 
Trends in Psychological Empowerment Over Time. 
Organizational support - Case 2 
80,-------------, 
75+-----------1 
.. 70 +----,----------1 8 65 +--------~-""'----=-.:::=--=.:..:: .. --I .----",---,1 
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40 +----r------,-------_I 
Time 1 TimeZ 
Time 
Time3 
Non nurses (n = 4) 
M(SD) 
60.50 (17.82) 
50.25 (34.81) 
42.50(17.31) 
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Participants' written comments about the support received from the hospital 
and/or the clinic's management revealed the impression of distance between hospital 
management's decision-making and c1inical practice. Members of the interdisciplinary 
team noted, at each of the three measurement times, that nurses were especially in need of 
support from the organization, particularly regarding their work environment. 
Consistent with their higher scores on the Perceived Organizational Support 
Measure, nurses described support from their immediate manager as being very positive. 
The nurse manager was considered by many as a great source of support. For example, 
she provided opportunities for professional development or showed consideration for the 
staff by paying for the Christmas party. 
Even though respondents sometimes described hospital managers as invisible and 
unresponsive, sorne considered that conducting the AI process did demonstrate sorne 
interest from hospital higher management. Sorne respondents considered the new 
Associate Director ofNursing for Oncology as a potential source of support for 
implementing the changes proposed during the AI process. Furthermore they considered 
that those changes would help consolidate the vision they developed during the AI 
process. 
By the third time of measurement, however, the respondents raised issues 
regarding the implementation and sustainability of the proposed changes made during the 
AI process. A nurse and a secretary noted the following: 
"1 believe that peoples [sic] have good intentions, but either do not have the 
ability means or the time to achieve meaningful change. It has been ten months 
since we began this pro cess and we have not seen any changes in the way tha! 
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were operated [sic). We have been talking about "change" for much longer than 
this for years. My energy is now finite. Good luck!" (N2-14) 
"Although attempts are made to initiate support if seems that along the way they 
get forgotten or put aside by other things important and then no follow up is 
carried through. Ex: communication among unit co-coordinators is a big 
problem in this department. The head nurse initiated weekly meetings to solve the 
problem. Weekly meetings started, suggestions made and implemented. Weekly 
meetings became bi-weekly then monthly then non-existent and so follow-up 
dropped off and we 're back to the same problems amongst the group. " (CS 2-2) 
Finally, participants regardedjob stressors as controllable by the organization. 
Sorne pointed out that there were still no changes and, given their perception of a crisis 
situation, this situation caused them a lot of dissatisfaction. Even though "things seemed 
to want to change" (Pha 2-2) sorne described the rapidity in which changes occurred as 
being dissatisfying. 
Case 2 - Summary 
In summary, despite the feelings ofuncertainty caused by the recent departure of 
oncologists, Case 2 participants felt a great deal of control and autonorny regarding their 
work. They generally felt that they were able to exercise control with regard to the 
development of their professional practice and in direct patient care. 
Throughout the three measurement times, participants also identified the support 
of their co-workers as important to help them deal with work demands. Co-workers' 
support also affected their job performance as weIl as the quality of care they were able to 
provide. Nurses, in particular, relied on emotional support and considered it an important 
aspect oftheir daily work, which contributedto their overall satisfaction. 
Participants generally perceived the organizational support as insufficient. 
Members of the health care team considered that nurses, in particular, were in need of 
support from the organization to improve their work environrnent. On the other hand, 
sorne participants also described the AI process as a sign that upper management was 
interested in supporting them in changing their work environrnent. By the third 
measurement time, however, participants reported decreased feelings of empowerment 
and, because of the slowness with which change occurred, they became skeptical that 
changes were indeed going to happen. 
Emergence of lnnovative Ideas, Organizational Response, 
Job satisfaction and lntent to Stay 
This section will present a description of the outcomes for each case: the 
emergence and adoption of innovative ideas; the organizational response to the action 
plan presented to directors at the last phase of the AI; and, the results of the job 
satisfaction and intent to stay measures. 
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Throughout each phase of the AI process, the emergence of innovative ideas was 
traced in relation to the provocative propositions that the group adopted (Appendix 2). 1 
will describe the ideas according to their type of innovation and the AI phases in which 
they emerged and were adopted by the group. 1 will also provide details about the 
pro cess in which individuals initiated, refined and adopted the ideas, the mechanism in 
which ideas' content evolved and were adopted in their final form, and describe the 
language and use of metaphor during the AI process. 
ln the final section in each case, 1 will de scribe the organizational response to the 
action plan and the implementation of ideas from the perspective of the directors. Finally, 
1 will present the results of the job satisfaction and intent to stay measures. 
Case 1 - The Emergence and Adoption of lnnovative ldeas 
Types of ideas. 
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Based on the evaluation ofinnovative ideas grid (Appendix Il), of the eight ideas 
proposed in the action plan (Appendix 2), seven were considered innovative by the group. 
The ideas were categorized according to Gopalakrishnan and Damanpour's (1997) 
definition of innovation. As shown in Table 7, the se ideas were categorized as 
incremental and mostly technical as they related to new care processes and service 
delivery to the patient population. Of the seven proposed ideas, four were related to 
processes or structures that foster interdisciplinary collaboration (1,5,6,8) and three were 
linked to standards of care (4) or new service delivery models (2,3). 
Table 7 
Type of lnnovative ldeas Case 1 
Radical Incre- Techni- Adminis-
mental cal trative 
Idea 1: Meetings to create interdisciplinary ./ 
vision 
Idea2: Separate appointment clinic for 
oncology patients 
Idea 3: Medical clinic ./ ./ ./ 
Idea 4: EB standards for ratio pt/Hep, ./ ./ ./ 
journal club 
Idea 5: Meeting to prepare for forum ./ ./ ./ 
Idea 6: Interdisciplinary forum ./ ./ ./ 
Idea 8: New model of care ./ ./ ./ 
.... _-"'_~w< 
* Idea 7 was categorized as non-innovative by the group 
Phases of the AI pro cess. 
Ideas gradually emerged throughout the discovery phase. During the dream and 
design phases, ideas started to take shape, and were formalized. During the sessions of 
the destiny phase, sorne ideas were implemented and processes of implementation were 
discussed and adopted by the group. It is also at the destiny phase that specifie 
individuals took ownership of sorne of the actions. 
Initiators, refiners and adopters. 
The idea initiators were mostly nurses. Being the largest and most homogenous 
group, nurses participated frequently in the discussions during the AI process. Other 
members of the team usually participated in refining the ideas. Those ~'refiners" were 
team members who participated in the discussion or reinforced the ideas. The refiners 
were most often pharmacists but also included secretaries, physicians and volunteers. 
98 
The second most frequent idea initiators were pharmacists, followed by volunteers 
and physicians. A pharmacist brought up ideas relating to communication systems and 
evidence-based decision-making. Volunteers suggested a way to best diffuse the 
information. The physician reinforced the idea of interprofessional collaboration to 
improve the care given to the cancer population. 
The participation of diverse members of the team was also beneficial for the 
development of ideas that required a somewhat complex process. For example, in the 
case of Idea 6, diverse members of the team participated in bringing forth different 
components of the idea. One pharmacist brought up the idea of improving 
communication among the team. The idea of interprofessional collaboration in patient 
care was brought up by a physician. A volunteer proposed a format that could promote 
the coming together of different members of a team. The idea of initiating an 
interdisciplinary forum was then formulated and refined by specifying the process in 
which it would take place. These idea components evolved primarily during the dream 
phase as they were related to the central values that the group deemed important. 
Ideas' evolution. 
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Sorne of the ideas were straightforward and emerged from discussions around the 
shortage ofresources and the need to provide services to the patient population (2,3,8). 
These ideas were related to new structures or processes (2, 3) and a model of care that had 
never been implemented in the department (8). Other professionals, such as pharmacists, 
endorsed the primary nursing model of care as a way to promote integrated and seamless 
care. 
In general, the ideas evolved throughout the fomphases of AI in a succession of 
discussions that refined the initial idea. Idea 1 is a good example ofthis evolution. The 
group first raised the importance of collaboration and teamwork in relationship to 
staffing, time efficiency and patient care. The ide a evolved and the group proposed that 
the organization, that is, upper management, should create a vision for oncology. During 
the design phase, the group took ownership ofthis idea and decided to propose a vision to 
aIl members of the interdisciplinary team. By the destiny phase, a member of the team 
had contacted members of other disciplines and a meeting was organized to present the 
vision/goals that were developed during the AI process. 
In sorne cases, the development of an idea did not follow a logical building 
sequence from one AI session to the next. Rather, the evolution of sorne ideas captured a 
series of "intermediary ideas" that were rejected or not retained by the group. The idea 
was adopted only when it aligned with the purpose and values that the groups deemed 
important. The adoption of Idea 6 exemplifies this pattern. Recognizing the need to 
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propose a structure to improve communication among the different members of the 
interdisciplinary team, the idea to form a committee was proposed during the dream phase 
and was immediately rejected. The idea evolved and during another session a volunteer 
proposed a town hall format as something that she had experienced very positively in her 
experience in private industry. This idea was not retained. During the design phase as 
members of the team discussed actions that would make their dream possible, the idea to 
form an interdisciplinary forum was proposed, discussed and readily adopted by the team. 
This idea was in line with their vision ofbeing a "dynamic and interdisciplinary team". 
The ideas that were adopted and implemented were the ones developed and 
refined over time and throughout the different phases of the AI process. These ideas (1, 
5,6) were alllinked to processes around interprofessional collaboration and cohesiveness 
in decision-making at alllevels of the organization. The team also invested more time in 
discussing and refining these ideas and individuals took leadership in implementing the 
ideas/actions. 
The ideas that were not retained or that were rejected by the group related to 
providing structure, a space, or an occasion for staff of all disciplines to socialize or 
support collaboration in their work setting: These ideas were raised at different times 
during the AI process: 
• A room for staffto relax (also called the "decompression chamber") that was 
proposed by a pharmacist during the dream phase and was not retained for the 
action plan 
• Centralize activities to a room where all staff can interact, raised by a nurse 
during the design phase and rejected because of space constraints 
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• Organize social events for staff to socialize also proposed by a nurse during 
the second and third session of the design phase and not retained for the action 
plan. 
Language, usage of metaphors. 
The language used during the sessions became more positive with time. 
lndividuals within the group noted this fact in the following interaction between members 
of the team during the destiny phase: 
"Nurse: Weil, it's [the ideaJ positive ... 
Nurse: ... At least, now, what we 're dOing, we may be speaking with a cohesive, 
artieulate voiee, instead ofjust amongst ourse Ives eomplaining or hoping or being 
disheartened. At least something is happening /rom that point of view. We 'Il see 
what happens. 
Seeretary: (. .. ) but there also has to be a willingness on people 's parts to do 
something. 1/ they don 't want to, it doesn 't exist. 
Moderator: .... you are putting forward actions ... 
Seeretary: ... with passion (LA UGHTER). 
Volunteer: Passion eomes from within. " 
Case J- Organizational Response and the Implementation of Ideas 
Starting with a description of contextual elements that were identified as pervasive 
between the second and third measurement period, this section traces the organizational 
response and the implementation of ideas that were presented in the action plan and 
emerged from discussions during this period. A surnmary is presented in Figure 10. The 
health care and organizational context is presented in relation to the ideas' content; the 
arrows indicate their links to the processes and/or actions that were initiated during the 
102 
ideas implementation. Given the constant evolution of any change processes, discussions 
also led to the development of new ideas that are identified as new content in the figure. 
The specific actions that were initiated by either directors or members of the health care 
team are presented in the process section and linked to the content and/or context in 
which they were taking place. 
Context. 
As demonstrated in Figure 10, there were two main external pressures on the 
health care organization at the time of the observation period following the AI process 
(between T2-T3): the implementation of a population-based model and the need to 
ensure the complementarity of services in the Montreal area. As previously discussed, 
the health care system in general, and the health care centre in particular, continued to 
undergo important changes during the three-month long observations of the 
organizational response. As new policies continued to exert pressure on the health care 
system to integrate care and create "corridors" of services for the population, particularly 
in cancer care, directors had to deal with resource shortages, particularly in nursing and 
pharmacy. At the time, the provincial govemment was alsostrongly advising both RUIS 
in the Montreal area to agree on the "complementarity" of services to increase the health 
care system efficiency. A team worked on a plan to distribute specialized clinical 
activities between both centres. Sorne of the directors were involved, to different degrees, 
in these time- and energy-consuming meetings and discussions. 
Internally, two oncology nurse managers announced their retirement would occur 
within six months. At the same time, a new associate director position was being created 
for oncology nursing and the provincial govemment officially introduced the IPO role 
across health care systems in Quebec. This meant the hiring and training of eight such 
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nurses for this centre. The health care centre was also selected as the official training 
centre for the entire province for the IPO role and the new Associate Director ofNursing 
(formerly the oncology coordinator), recognized for her expertise and knowledge in 
cancer care, led this project. She also was actively involved in supporting the 
implementation of sorne of the ideas. 
Figure 10 
Elements of the Context, the Content and Processes of Change in Relationship to the 
Implementation of New Ideas and Ideas Presented in the Action Plan. 
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Content and implementation pro cess. 
The process of implementing the ideas presented in the action plan required 
support from the directors, but also the mobilized actions of individuals who were 
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involved in the AI process. The organizational response and implementation of ideas was 
realized through a formaI meeting of the directors and the health care team, meetings 
within various disciplines, and through the actions initiated by individuals or groups of 
individuals within the health care team. 
Following a formaI presentation of the action plan, directors organized a meeting 
with all Case 1 participants. During this meeting, members of the oncology team 
. discussed their vision for cancer care and set their priorities for the clinié. The group 
established four priorities. As indicated in Figure 10, three of the set priorities came from 
the action plan and one emerged from their discussions during the meeting. The 
prioritized ideas were: 
1. Idea 3: Addressing the care needs of the non-malignant patient population by 
having a separate clinic staffed by a designated group of nurses and secretaries. 
2. Idea 8: Within a model of primary nursing care and in order to offer a full range 
of integrated and seamless services to answer the specifie needs of the ever-
growing patient population, create/open positions for different disciplines. 
3. New content: Open more beds for oncology. 
4. Idea 2: To initiate a separate clinic (appointment-based and walk-in) staffed and 
managed by nurses, an associate medical practitioner, a pharmacist and a secretary 
to deal with the complications and toxicity of the treatments given at the clinic. 
Sorne of these priorities were discussed at length and directors stated their 
responses to these specific ideas: 
1. Idea 3: A medical centre was considered a priority for the institution. It would 
serve the non-malignant patient population. 
2. Idea 8: For sorne of the positions that were suggested in this idea, directors 
recornmended the use of CUITent services within the institution (for exarnple, 
mental health services). 
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3. New beds in oncology: A director announced that, in the short term, there was a 
plan to open new palliative care beds, and in the long term, there were discussions 
regarding bed estimations for oncology within the new building. 
4. Idea 2: Directors did not respond to this idea. 
During this meeting, a number of issues were also discussed and new ideas were 
proposed and adopted by the group. For exarnple, in line with their vision to offer quality 
care to the patient population, nurses decided to take the Ieading role in Iooking at ways 
to reduce doctor appointment and treatment wait times in the clinic. In a context where 
medical appointments are set up according to the physician's availability, nurses decided 
that someone sho.uId be put in charge of patient flow and be responsible for co-ordination 
of services. At the end of the observation period, no one had been appointed to this 
function. The process of establishing this function was stopped because of workioad and 
a nursing shortage in this area. 
The clinicai nurse specialists, nurse manager, new associate director for nursing 
and pharmacist aiso proposed that a way to reduce wait time wouid be to better 
coordinate the links between oncology and radiotherapy. A nurse and a pharmacist 
started to meet and worked on standardized orders and protocols to address these issues. 
By the end of the observation period, their work was still ongoing. 
Following this meeting, the directors also had occasion to meet participants within 
their directorship. After consultations with their group, some directors integrated sorne of 
the ideas into their strategic planning for the year to come. Others acted upon or 
106 
supported the implementation of new ideas, such as the Associate Director for Oncology 
who became directly involved in the interdisciplinary forum. 
Some of the ideas were implemented under the direct leadership of members of 
the health care team within one month of the end of the AI process. These ideas had been 
discussed at length during the AI process and were in line with the groups' vision. 
Nurses had an important role in leading and mobilizing members of the health care team 
in implementing and ensuring the sustainability ofthese actions: 
1. Ideas 1 and 6: Nurses invited physicians, pharmacists, volunteers, managers and 
secretaries to attend a meeting to present the vision and the action plan (Idea 1). 
Members came from oncology, radiotherapy and palliative care. 
• The action plan and AI process were presented by one of the nurses 
• There was a discussion and buy-in was obtained 
• Priorities were set up 
• Pharmacists, social workers, nurses, physicians and secretaries selected 
two members within each group to serve as representatives on the 
interdisciplinary forum 
• Interdisciplinary members were designated to the interdisciplinary forum 
(Idea 6) 
• A chair was nominated 
• First interdisciplinary forum date was set up 
• Coordinator/new associate director of nursing proposed her help and 
became involved in the process 
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2. Idea 5: Monthly meetings reinstated by nurse manager. Met to plan for the 
interdisciplinary vision presentation, and to select the interdisciplinary forum 
representatives. Iwo nurses were selected. Monthly meetings were planned the 
week before each monthly interdisciplinary forum meeting. 
3. Action 4: One of the nurses initiated ajournaI club. Time was to be set up to 
. accommodate as many people as possible. First journal club meeting was 
arranged. 
In summary, four of the eight ideas that were proposed during the AI pro cess were 
implemented. They were implemented when they were led by more than one c1inician, 
either from one or more disciplines. The ideas that were discussed within a general 
meeting, with no direct buy-in or support from a director did not get implemented, but if a 
director directly supported and became involved, the idea was implemented. 
Case 1 - Job satisfaction and Intent to Stay 
Job satisfaction. 
The concepts of job satisfaction and intent to stay are closely linked and are sorne 
of the key measures of employees' retenti on within an organization. Overall, results of 
the Job Satisfaction Survey (Spector, 1985) showed a decrease in job satisfaction over the 
three measurement times (Figure Il). As reported in Table 8, participants' total mean 
scores (n = 19) decreased, from 132.05 to 126.26 to 125.68, a value under 126 indicating 
that they are dissatisfied with their work. Furthermore, as demonstrated in Table 9, 
repeated measures ANOVA showed a statistically significant difference in these mean 
scores over the three measurement times (p = .047). Results ofrepeated measures 
ANOVA of satisfaction with pay, promotion, supervision, benefits, contingent rewards, 
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operating procedures, co-workers, nature ofwork and communication subscales, showed 
no statistically significant difference over the three measurement times. 
Figure Il 
Trend in Total Job Satisfaction Mean Scores Over Three Measurement Times - Case 1 
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Table 8 
Job Satisfaction Mean Scores and Standard Deviatioizs over Three Measurement Times 
Job satisfaction - Case 1 
Nurses (n = 14) Non nurses (n = 5) Total (n = 19) 
M(SD) M(SD) M(SD) 
Tl 135.14 (14.01) 123.40 (17.83) 132.05 (15.51) 
T2 130.14 (17.41) 115.40 (22.10) 126.26 (19.28) 
T3 128.79 (18.77) 117.00 (18.63) 125.68 (18.97) 
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Table 9 
Repeated Measure ANOVAfor total Job Satisfaction, Within Subject EfJect Over Three 
Measurement Times. 
Source 
(n = 19) Mean square df F p 
Total JS 
Within 
Subject 
Effect 
Error 
235.63 
70.63 
2 3.33 047* 
36 
~--------------_._---
* p < .05 
lntent to stay. 
Results of the Shore and Martin's (1989) intent to stay scale showed an increase in 
intent to stay over the three measurement times (Figure 12). As reported in Table 10, 
participants' (n = 19) mean scores increased, from 9.68 to 10.21 to 10.37, where a value 
under 12 indicates the intent to leave the organization. As demonstrated in Table Il, 
repeated measures ANOVA showed no statistically significant differences in these mean 
scores over the three measurement times (p = .229). 
Finally, Pearson's correlations were done between the dependent and independent 
variables. Results showed that job satisfaction and intent to stay measures over time were 
significantly correlated to perceived organizational support and empowerment measures 
(Appendix 13). Therefore, multiple regression analyses were done to explore how much 
of the variation in job satisfaction and intent to stay was explained by empowerment and 
organizational support. Table 12 shows that perceived organizational support (POS) at 
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time 1 significantly exp1ained 20.6 % of the variance of job satisfaction at time 1. At time 
2, POS explained 29.2 and 48.3% ofthe variance of job satisfaction at time 2 and at time 
3 respectively. For the intent to stay (ITS) measure, Table 13 shows that psychological 
empowerment predicted 25.3% of the variability ofITS at time 2 and 43.8% at time 3. 
Figure 12 
Trend in Total Intent to Stay Mean Scores Over Three Measurement Times - Case 1 
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Table 10 
Mean Scores and Standard Deviations of Intent ta Stay Scale Over Time 
Intent to stay - Case 1 
Nurses (n == 14) Non nurses (n = 5) Total (n = 19) 
M(SD) M(SD) M(SD) 
Tl 10.14 (2.51) 8.40 (1.14) 9.68 (2.33) 
T2 10.71 (2.76) 8.80 (1.64) 10.21 (2.62) 
T3 11.14 (2.71) 8.20 (2.86) 10.3 7 (2.98) 
Table Il 
Repeated Measure ANO VA for Total Intent ta Stay, Subject Effect Overtime 
Source 
(n = 19) 
ITS 
Within 
Subject 
Effect 
Error 
Mean square df F p 
2.439 2 1.537 .229 
1.587 36 
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Table 12 
Regression Table - Job Satisfaction for Case 1 
-----------------------------~----'" Variables JS Tl JS T2 JS T3 
B SEB B SEB B SEB 
POS Tl .499 .197 .521 * 
POST2 .537 .199 .546* 
POST3 .693 .164 .715* 
Adjusted R2 .206 .292 .483 
F 5.667* 8.434* 17.812* 
p. <.05 
Table 13 
Regression Table - Intent to Stay for Case 1 
Variables ITS Tl ITS T2 ITS T3 
------------"------------,,----~---,~--,,--~--,,-
B SE B ~ B SEB B SEB 
PE Tl .013 .058 .052 
PET2 -.185 .069 -542* 
PET3 -.271 .070 -685* 
Adjusted R2 .028 .253 .438 
F 1.264 7.090* 15.056* 
Case 2 - The Emergence and Adoption of lnnovative Ideas 
Types of ide as. 
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Based on the evaluation of innovative ideas grid (Appendix Il), of the seven main 
ideas proposed in the action plan (Appendix 2), the group considered six to be innovative. 
The ideas were categorized according to Gopalak.rishnan and Damanpour's (1997) 
definition of innovation. As shown in Table 14, these ideas were categorized as 
incremental and rnostly technical as they related to new care processes and service 
delivery to the patient population. Of the six proposed ideas, five were related to 
processes or structures that foster interdisciplinary collaboration (1, 2, 4,5,6) and one 
idea was linked to the reorganization of services delivery to increase their efficiency (7). 
Sorne of the ideas had many sub-components, particularly Ideas 2 and 7. These sub-
components were related to content (2) or to pro cesses to achieve the idea (7). 
Table 14 
Type of Innovative ldeas Case 2 
Radical Incremen- Techni- Adrninistra-
Idea 1: Oncology interdisciplinary core 
group and driver team 
Idea 2: Oncology retreat 
Idea 4: EB triage, 
Links with other dept! groups 
Idea 5: Environment to foster 
collaboration and support 
Idea 6: Multidisc. teaching sessions to 
patients and staff 
Idea 7: Decrease wait time 
tal. 
* Idea 3 was categorized as non-innovative by the group 
cal tive 
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Phases of the AI process. 
Ideas mostly emerged during the dream and design phases. During the destiny 
phase, members ofthe group discussed at length the implementation process for the ideas. 
In sorne instances, by the end of the destiny phase, components of the ideas were 
implemented .. 
Initiators, refiners and adopters. 
The idea initiators were mostly nurses. Being the largest and most homogenous 
group, nurses participated frequently in the AI discussions. Nurses also reported that 
discussions about both the AI process and the sharing of ideas continued outside of the 
scheduled sessions. After the first design session, the group used an "idea box", if 
participants had an idea between the AI sessions, they wrote it on a piece of paper and put 
it in the idea box. These ideas were then presented to the group and discussed. There 
were 16 ideas in the idea box. Nurses were most involved in the discussion around these 
ideas. In one case a pharmacist first discussed the idea as it was related to pharmacy 
equipment. 
Other members of the team aiso participated in the generation of idea components. 
Volunteers and physicians were the second most important idea generators, closely 
followed by pharmacists and the secretary. The more an idea was discussed and refined, 
the more different members of the interdisciplinary group were able to participate in the 
refinement of the idea. For example, the idea to promote links between middle and 
higher management regarding the interdisciplinary core group (Idea 1) was initiated by a 
secretary and the idea to form a driver team and a partnership between nurse managers 
and physicians came from a physician. In the development of Idea 1, aIl disciplines 
participated in bringing up idea components. 
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The team also discussed the notion ofbeing able to think differently about ways to 
organize care. As portrayed by the following exchange, members of the interdisciplinary 
group discussed the need to support the emergence of innovative ideas to deal with the 
multiple dimensions ofhealth care services and to create a context that would be 
receptive to new ide as considered "off the wall": 
"Volunteer: yah but sorne ideas (. . .) you know we can ail bring ide as and 
then we each understand one another [sic] ideas and we say yah that is 
find,[sic] but what about the individual who present [sic] an idea that is 
way out, off the top, you know people that invent things and the savant. 
Pharrnacist: Jfwe want to change thing, [sic] we need to be open to new 
ideas ... 
Volunteer: that is right ... 
Pharrnacist: and not stick to the old ideas ( ... ) then we stay in status quo 
no? 
Mernbers in the group: Hum hum... . 
Volunteer: even ideas that seems unattainable or in our vision ... " 
Ideas' evolution. 
. Most ideas (1, 2, 4, 7) emerged from discussions around the need to offer quality 
and individualized care to the oncology patient population. These ideas centered around 
the notion of efficiency, interdisciplinary collaboration and having a clear vision and a 
structured govemance process to ensure quality services. 
In general, these ideas evolved gradually through the dream and the design phases. 
By the destiny phase, sorne of the idea implementation processes were discussed in more 
detail (Ide a 1) and ideas were further discussed to include sub-components. For example, 
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in order to decrease patients' wait time (Idea 7), the group proposed and adopted a series 
of ideas, from point of care blood testing to a shuttle service for patients. 
In sorne cases, even though ideas incited fewer discussions and were adopted 
readily by the team, they were not considered for immediate implementation. For 
example, the idea of having a common room for aIl staff to foster support and 
collaboration and having access to psychological services to be able to deal with stress 
and los ses (Idea 5), was not considered for implementation because of its economic 
ramifications. The group instead decided to bring these ideas to the oncology retreat to 
seek further support from the larger team. 
In other cases an ide a was first rejected before it was later adopted. For example, 
the idea to propose an Emergency Room for oncology patients within the new building 
was rejected when it was tirst presented during the design phase. The group then adopted . 
the idea when it was reintroduced at the destiny phase, and also decided to think of short-
term alternatives. For example, a nurse proposed a phone triage system to answer 
emergency needs, and a physician suggested doser links with the palliative care unit. 
Both ofthese short-term alternatives were adopted. 
The ideas that were rejected by the group related to new structures or a process to 
seek collaboration and support. These ideas were raised at different times during the AI 
process. They were: 
• Linking with the other adult oncology dinic (Case 1) to seek support and 
collaboration. This idea was rejected because of the perceived difference in 
culture, even though members of the team voiced the opinion that they might, 
in fact, bring a different perspective 
• Install wall mounted oxygen, rejected because of feasibility issues. 
Of the 16 ideas that were presented in the idea box, two were rejected: 
• Have more space for a waiting room. The group argued that, with efficient 
services, waiting time would decrease 
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• Have a dedicated housekeeper for oncology. Instead, the group adopted a 
more global notion of optimal physical environment. They adopted this idea 
but identified it as non-innovative. 
Language, use of metaphor. 
Finding a common language to clearly express the group's ideas was important for 
the participants. This was portrayed by a discussion around the issue ofholistic care. 
During the dream phase, participants had identified the issue of holistic care as a central 
value for the group. When this issue was discussed again at a later session, the physician 
asked for clarification of the term. Nurses defined holistic as "bio-psycho-social and 
spiritual care". For the physician, the term "holistic" represented the administration of 
alternative therapies. Following a discussion, the group decided to keep the term holistic 
and add a short definition within the provocative proposition. 
In the first meeting following the two-month long summer break, participants 
talked specifically about the AI process. The following excerpts show that sorne group 
members reflected on the use of positive language. 
"Nurse: (. . .), but how can 1 switch to something more positive because 1 think 
you have to have the (pause) complaint and then switch and not stay in the 
negative, that 's the link (emphasis) 1 need to have for my personal life and for my 
professionàllife, that 's what 1 thought about a lot. 
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Volunteer: ... 1 think that these negative comments are terrible as long as you do 
something about them, [sic J because your complaints are probably valid and 
justified but we have to get positive together and act on them. 
Nurse: Anytime that 1 start complaining, 1 am thinking that 1 am losing my energy 
because 1 feel much better when we have the positive talk that we had, 1 know that 
the energy is building up again and 1 am thinking how can 1 save that energy and 
not going down and finish the day under the table.... (Laugh from the group) 
Nurse: Actual!y 1 think that a lot ofwhat we did in the past months was 
"Appreciate what is" we were clarifYing our roles and 1 think this fits nicely with 
Dreams and imagining what might be and what should be . ... 1 think that this is a 
good link ... " 
The group used the metaphor of a wheel to portray the importance of 
interdisciplinary collaboration and cohesiveness in the way that care was organized. The 
metaphor of a wheel portrayed at the same time an "entity" that moves in one direction 
and several parts (the spokes) that need to advance in unison. They also linked this 
metaphor to the issue of job satisfaction and the cohesiveness between professional values 
and work (process, team work, work organization). The following excerpt traces the 
emergence of the metaphor: 
"Secretary: you can bring in the cohesiveness, connexion [sic}, respect 
experience of each other (the team) ( . .) in one statement ( . .). To bring al! those 
point ... 
Volunteer: one "cog" in the wheel. Yah ... 
Researcher: the strength of each individual make the team? ... 
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Nurse: just.like what you said, like in a wheel you have many spokes and they 
come together (. . .) just drive for ail of those things that wé have out there (on the 
plan) .... 
Nurse: draw the wheel (on the poster) ... 
Nurse: yah (. . .) draw the wheel ... 
Nurse: maybe it is our new symbol ... that [sic] the symbol we are talking about 
Nurse: would if be the ability of ail individuals to work eh ... 
Nurse: together as a team with different strengths .... 
Nurse: that is what you meant right ... 
Nurse: yah if is sort of (. .. ) that could [bel your central statement then things can 
go underneath them ... 
Nurse: so, the ability to work towards a common goal .... " 
Case 2 - Organizational Response and the Implementation of Ideas 
Starting with a description of contextual elements that were identified as pervasive 
between the second and third measurement period, this section traces the organizational 
response and the implementation of ide as that were presented in the action plan and 
emerged from discussions during this period. A surnmary is presented in Figure 8. The 
health care and organization context is presented in relation to the ideas' content, arrows 
indicate their links to the processes and/or actions that were initiated during the ideas 
implementation. Given the constant evolution of any change process, discussions also led 
to the development of new ideas that are identified as new content in the figure. The 
specifie actions that were initiated by either directors or members of the health care team 
are presented in the process section and linked to the content and/or context in which they 
were taking place. 
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Context. 
As demonstrated in Figure 8, there were three main issues from the extemal 
context that were exerting pressure on the health care organization at the time of the 
observation period: the implementation of a population based model, the need to ensure 
the complementarity of services in the Montreal area and advances in cancer treatment 
technologies. 
As previously discussed, the new policies continued to exert pressure on the 
health care system to integrate care and create "corridors" of services for the population, 
particularly in cancer care. At the time, the provincial govemment was also strongly 
advising both RUIS in the Montreal area to agree on the "complementarity" of services to 
increase the health care system efficiency. A team worked on a plan to distribute 
specialized clinical activities between both centres. Sorne ofthe directors were involved, 
to different degrees, in these time- and energy-consuming meetings and discussions. 
Technological advances also had a direct impact on c1inicians, in the preparation and 
administration of cancer treatments. 
Figure 13 
Elements of the Context, the Content and Pro cesses of Change in Relationship to the 
Implementation of Ideas Presented in the Action Plan. 
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Intemally, while the departure of oncologists from this centre created a vacuum a 
few years before the study was initiated, oncologists were now being hired. The hiring of 
oncologists brought new treatment regimens. Combined with the technological advances 
and the complexity of new oncology treatments, preparation and administration times 
were greater than before. As a result of the increased visits to the clinic, pharmacists, 
nurses and aIl health care personnel experienced greater workloads. There was also a 
projected shortage of personnel for the summer period and a lack of budget to face this 
shortage. 
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Content and implementation process. 
The process of implementing the ideas presented in the action plan involved the 
support from directors but also the mobilized actions of individuals that were implicated 
in the AI process. The organizational response and implementation of ide as was 
accompli shed through a formaI meeting of the directors and the health care team, 
meetings within various disciplines and the actions initiated by individuals or groups of 
individuals within the health care team. 
Following a formaI presentation of the action plan, directors organized a meeting 
with aIl Case 2 participants. During this meeting, members of the oncology team 
discussed their vision for cancer care and set their priorities for the clinic. The group 
established four priorities, as indicated in Figure 8, which were part of the action plan. 
They also insisted that aItemate ways to organize the clinic were needed in order to 
increase the clinic's efficiency. This is reflected by the priorities that were set up by the 
group: 
The prioritized ideas were: 
1. Idea 7: Reduce wait time, both for physician appointments and treatment 
administration 
2. Idea 2a): Have an oncology retreat to discuss: Having sufficient staffto address 
CUITent needs 
3. Idea 2b): Have an oncology retreat to discuss: Having access to a full range of 
services to answer patients' multiple needs 
4. Idea 7a): Decrease wait time by coordinating care. 
During the meeting, sorne ideas were also discussed at length and directors stated 
their responses to the se specifie ideas: 
1. Idea 2: The oncology retreat: Supported by the Director of Nursing 
2. Idea 2a): A social worker: A position was being posted to answer sorne of the 
patients needs. 
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Following this meeting, directors also had the occasion to meet participants within 
their directorship. Sorne of these ideas were discussed further. For example the idea of an 
oncology retreat was discussed by the nurse manager and then with the associate director 
of nursing. They felt that nurses needed to meet before planning an interdisciplinary 
retreat. A retreat was then planned with the oncology nursing leadership across sites. 
This was the first such cross-site retreat within the oncology c1inics since the merger of 
the institutions. The social worker's position posting was still in process at the end of the 
observation period. The oncology emergency room (Idea 4d) was discussed at a 
functional planning meeting for the new building. Since the organization decided that 
oncology was a priority for the new building, the idea was put on their short-term agenda. 
Actions were organized around sorne of the ideas that were part of the action plan. 
These actions were lead by one or more members, most often a nurse, and were initiated 
following the end of the AI process: 
1. Idea 1: In order to deal with the wait time issue that was considered a priority by 
the group, nurses decided to pursue the idea of forming an interdisciplinary core 
group. 
• The nurse manager was mandated to contact a pharmacist and a physician 
• A meeting was organized and the nurse manager presented the action plan and 
priorities were established. 
• There were plans to meet again three months later (after the end ofthe 
observation period). 
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2. Idea 7: In line with the idea to reduce wait time for patients, sorne initiatives were 
undertaken: 
• Idea 7b): Two groups worked separately on generating pre-printed orders. 
These activities were still in progress at the end of the three-month observation 
period. 
• New content: In order to look at new alternatives to organize the clinic, the 
nurse manager decided to "release" a nurse to study the patient and worktlow 
and propose solutions. She also had to explore the proposaI to coordinate long 
and short-term treatments with physician coverage (Idea 7a). This was 
pending at the end of the observation period. 
By the end of the observation period, a number of ideas were not further addressed or 
implemented. They were: 
1. Idea 4: In order to offer appropriate care at all time (24/7) initiate: 
An Evidence-based telephone triage, based on the Cancer Care Ontario guidelines. 
2. Idea 5: Create an environment that fosters support and collaboration by having: 
a. A common roorn for all staffto have lunch, rest, conference 
b. Have access to psychological support for staff to deal with issues of loss or 
bumout. 
3. Idea 6: In order to offer best care possible to the oncology population in ODC and 
throughout the hospital: 
• Offer multidisciplinary teaching sessions within one week of the start of 
treatment (inc1uding pharmacy, nursing and volunteers). 
125 
In summary, one of the six innovative ideas that were adopted during the AI 
process was implemented at the end of the observation period: the idea to form an 
interdisciplinary core group. Two ideas were in the process ofbeing implemented: pre-
printed orders (7b) and having a nurse study workflow within the c1inic and propose new 
ways to organize services (7a). The idea to do an interprofessional retreat was not 
implemented but the new idea of having a nursing retreat was organized. The specifie 
idea components that were implemented or are in the process of being implemented were 
related to reducing wait time. The group considered this issue to be the first priority 
during the directors' meeting and was directly related to their vision to offer quality 
health care to the cancer population. Ideas or ide a components were also implemented 
when they involved one or more members of the interdisciplinary group or were 
supported by the nurse manager. 
Case 2 - Job Satisfaction and Intent to Stay 
Job satisfaction. 
The concepts of job satisfaction and intent to stay are c10sely linked and are sorne 
of the key measures of employees' retenti on within an organization. Overall, results of 
the Job Satisfaction Survey (Spector, 1985) showed a decrease in job satisfaction over the 
three measurement times (Figure 14). As reported in Table 15, participants' (n = 18) total 
mean scores decreased, from 135.72 to 132.56 to 125.28, a value under 126 indicating 
that they are dissatisfied with their work. As demonstrated in Table 16, repeated 
measures ANOVA showed a statistically significant difference in these mean scores over 
the three measurement times (p = .018). Furthermore, as shown in Table 17, results of 
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repeated measures ANOVA of participants' satisfaction with operating procedures (p = 
.010) and nature ofwork (p = 0.013) sub-scales showed statistically significant over the 
three measurement times. Satisfaction with pay, promotion, supervision, benefits, 
contingent rewards, co-workers and communication sub-scales, showed no statistically 
significant difference over the three measurement times. 
Figure 14 
Trends in Total Job Satisfaction Mean Scores Over Three Measurement Times - Case 2. 
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Table 15 
Means Scores and Standard Deviations of Job Satisfaction Over Time 
Job satisfaction - Case 2 
Nurses (n = 14) Non nurses (n = 4) Total (n = 18) 
M(SD) M(SD) M(SD) 
Tl 140.21 (26.19) 120.00 (26.39) 135.72 (26.87) 
T2 139.21 (19.48) 109.25 (15.95) 132.56 (22.35) 
T3 133.43 (22.53) 96.75 (17.15) 125.28 (26.20) 
Table 16 
Repeated Measure ANOVAfor Job Satisfaction, Subject Effect Overtime 
Source Mean 
(n = 18) 
Total JS 
Within Subject 
Effect 
Error 
p< .05 
square 
516.24 
114.71 
df F p 
2 4.50 .018* 
34 
127 
128 
Table 17 
ANOVA Table, Job Satisfaction Sub-scales, Subject EfJect Overtime 
Source Mean 
(n = 18) square df F p 
Pay 
Within Subject 
Effect .519 2 .137 .872 
Error 3.773 34 
Promotion 
Within Subject 
Effect 2.463 2 .399 .674 
Error 6.169 34 
Supervision 
Within Subject 
Effect 8.463 2 1.53 .229 
Error 5.502 34 8 
Renefits 
Within Subject 
Effect .685 2 .140 .870 
Error 4.901 34 
Contingent 
Rewards 
Within Subject 15.352 2 2.73 .079 
Effect 5.607 34 8 
Error 
Operating 
procedures 36.685 2 5.30 .010* 
Within Subject 6.920 34 1 
Effect 
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Error 
Coworkers 
Within Subjeet 
Effeet 14.889 2 2.61 .088 
Error 5.693 34 5 
Nature ofwork 
Within Subject 11.130 2 4.99 .013* 
Effect 2.228 34 6 
Error 
Communication 
Within Subject 2.722 2 .569 .571 
Effect 4.781 34 
Error 
* p < .05 
lntent to stay. 
Results of the Shore and Martin's (1989) intent to stay scale showed an increase in 
intent to stay over the three measurement times (Figure 15). As reported in Table 18 , the 
total participants' (n = 18) mean scores increased, from 8.78 to 8.61 to 9.56 (a value 
under 12 indicating the intent to leave the organization). As demonstrated in Table 19, 
repeated measures ANOVA showed no statistically significant difference in these mean 
scores of the results over the three measurement times (p = .102). 
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Figure 15 
Trend in Intent ta Stay Total Mean Scores over Three Measurement Times - Case 2. 
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Table 18 
Mean Scores and Standard Deviations of lntent ta Stay Scale Over Time 
Intent to stay - Case 2 
Nurses (n = 14) Non nurses (n = 4) Total (n = 18) 
M(SD) M(SD) M(SD) 
Tl 8.36 (2.17) 10.25 (4.27) 8.78 (2.73) 
T2 8.36 (2.44) 9.5 (2.52) 8.61 (2.43) 
T3 9.00 (2.91) Il.50 (1.29) 9.56 (2.81) 
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Table 19 
Repeated Measure ANOVAfor lntent to Stay, Within Subject Effect Over Three 
Measurement Times 
Source Mean 
(n=18) square df F p 
ITS 
Within Subject 
Effect 4.574 2 2.006 .150 
Error 2.280 34 
* p < .05 
Finally, Pearson's correlations were done between the dependent and independent 
variables. Results showed that job satisfaction and intent to stay measures over time were 
significantly correlated to perceived organizational support and empowerment measures 
(Appendix 13). Therefore, multiple regression analyses were done to explore how much 
of the variation in job satisfaction and intent to stay was explained by empowerment and 
organizational support. Table 20 shows that that perceived organizational support (POS) 
at time 1 significantly explained 37.4 % of the variance of job satisfaction at time 1. At 
time 2, POS explained 34.5% of the variance and at time 3 it explained 53.8 % of the 
variance of job satisfaction. There were no significant results for intent to stay in Case 2. 
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Table 20 
Regression Table - Job Satisfaction Case 2 
Variables JS JS T2 JS T3 
B SEB B SEB P B SEB P 
POS Tl .770 .231 .641* 
POST2 .579 .183 .620* 
POST3 .872 .191 .752* 
AdjustedR2 .374 .345 .538 
F 11.140* 9.971 * 20.794* 
* p.<.05 
Chapter 5 - Cross Case Analysis 
Preface 
133 
The purpose of the cross case analysis is to present convergent and divergent 
trends between cases (Van de Ven, 1987; Van de Ven & Poole, 2000). By identifying 
similarities and differences between the cases, we aim to provide further insight into the 
impact of AI on the variables under study. As such, Manuscript 3, entitled "'Jfwe can 't 
do more, let 's do if differently!' A study using AI to promote the emergence of innovative 
ideas for better work environments ", focuses on the impact of an AI intervention on the 
emergence and adoption of innovative ideas. Manuscript 4 entitled "A study using 
Appreciative Inquiry to change work environment in health care " focuses on the impact 
of AI on job satisfaction and intent to stay. Bothofthese manuscripts also trace the 
evolution of psychological empowerment, social support network and perceived 
organizational support throughout the study. 
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Abstract 
With persistent shortages and employee dis satisfaction with work environments, 
researchers and managers are calling for radical changes in health care organizations. 
This study examines the use of Appreciative Inquiry in the emergence of innovative ideas 
from the health care professional's perspective regarding the organization of care and 
services. Based on the assumption that organizations are, socially constructed and are 
contexts within which people can act and interact to create new realities, this multiple 
embedded case study reveals that AI was instrumental in creating synergy between 
professionals to generate new knowledge. Furthermore, this study makes a contribution 
to the body of literature that looks at micro systems change pro cesses and how ideas 
evolve and are developed in a multidisciplinary context such as health care. 
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Introduction 
In the last decade, the health care system has undergone major changes. With 
recent therapeutic developments and the adoption of innovative technologies, delivery of 
care and services has become increasingly complex. Factors such as the shortage of 
health care personnel, hospital dosures and mergers, the ageing of the population and the 
steady increase of chronic diseases have aIl added pressure to the system. Inevitably, 
these pressures have had a negative impact on current work environments. This has 
resulted in growing number of reports and studies concerning the impact of work 
environment on personnel's satisfaction and on health Care quality (Aiken, Clarke & 
Sloane, 2002; Baker et al., 2004; Bazolli, Losasso, Armould & Shalowitz, 2002; Zboril-
Benson, 2002). Despite caUs to change health care organizations and implement 
innovative measures to improve work environment and the retenti on of health care 
personnel (Cameron, Armstrong-Stassen, Bergeron & Out, 2004; Gould, 2006; Wagner, 
2006), few interventions have been tested. Researchers and experts in the field of health 
care management are calling for radical changes in the way in which health care services 
are delivered. They are caUing for changes that build on the knowledge and expertise of 
front-line health care personnel (Aiken et al., 2001; Barney, 2002; Shannon & French, 
2005). 
Planning for such changes, however, almost always focuses on a problem to be 
solved. Barrett (1995) argues that instead of offering long-lasting solutions, problem-
solving approaches lead to patterns of coping. Health Care workers need opportunities to 
explore the possibilities for change beyond the boundaries ofthe problems they are 
experiencing. By building on successes and on the potential of individuals and groups, 
learning can occur (Senge, 1990). This type of learning emphasizes and values positive 
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past experiences (Barrett, 1995) and unleashes the innovative potential present within 
collaborative systems (Johannesen & Olsen, 2003). Therefore, we propose Appreciative 
Inquiry (AI) as an approach that has the potential to break through the old boundaries and 
promote the emergence of innovative ideas in health care. 
This paper reports one part of a study that examined the effect of AI on the 
retention of nurses and other professionals and on the development of innovative ideas 
regarding the organization ofhealth services. Using a multiple case study method (Yin, 
2003), this study focused on how AI ledto the development ofinnovative ideas regarding 
the organization of health care services, and how it affected personal, social and 
organizational factors known to influence the emergence of innovation as weIl as job 
satisfaction. 
Literature Review 
Initiating change in health care has long been recognised as a complex issue 
because of the many activities and interactions between various groups of professionals 
that exercise control on the system while sharing a limited pool ofresources (Glouberman 
& Mintzberg, 2001; Glouberman & Zimmerman, 2002). In the last 25 years, 
organizational theories have evolved to reflect this complexity. While classical theories 
adopted a logic of rationalism based on technical expertise, the evolution of 
organizational theories shifted this view to a systemic understanding of organizations. In 
such understanding, the social dynamics between actors in the system are considered as 
important as the structural dimension (Ackerman; 1997; Argyris & Schon, 1978; 
Checkland, 1981; Senge, 1990). This view is shared by researchers in health care 
management who consider the importance of the reciprocal influence of the 
organizational environrnent on those within the organization (Champagne, 2002; 
Mintzberg & Waters, 1982; Pettigrew & Whipp, 1991, 1993). 
Initiating Changes in Health Care 
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In the last decade, health care managers have been urged to experiment with new 
structures and processes to improve service delivery. Different approaches were 
attempted during the 1990s but one of the major change initiatives tried in health care was 
"re-engineering". Developed in the 1970s and 1980s for commercial manufacturing, 
process re-engineering focused on a radical redesign of aU key processes or systems 
within an organization. TypicaUy "top down", re-engineering was reported to have sorne 
success in service process redesign. Key lessons, however, suggested that changes are 
usually created "bottom up", need to be context-specific and must be supported by 
management leaders (Brown & McNulty, 2000; McNulty, 2004). This me ans that health 
care workers not only need to be considere d, but also supported in order to successfully 
initiate change in health care organizations. 
These conclusions are echoed in Denis' (2002) analysis of govemance and 
management of change in the Canadian health care system. He proposes that changes be 
considered as interdependent processes integrating structural and human elements. 
Furthermore, Denis (2002) adds that promoting progressive radical changes has the 
potential to transform health care. In line with this, Pettigrew (1987) proposes that the 
process of change refers to the actions, reactions and interactions among several parts that 
make up the organization, and that the human aspect is central. Moreover, Pettigrew and 
Whip (1993,1991) present five central and interrelated factors that need to be taken into 
consideration when managing change: the environment; linking the organization's 
strategies with operational changes; creating a receptive climate; an overall coherence of 
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the change process; and, the consideration of human resources as assets and liabilities. 
These "human" assets and liabilities include the total set of knowledge, skills and 
attitudes within the organization (Pettigrew & Whip, 1993, 1991). In knowledge-based 
environments, such as health care, workers become not just participants in the labour 
force, but also accumulators and producers ofknowledge (Banora & Revang, 1993) who 
can participate in changing the way health care services are organized. Such knowledge 
can therefore improve the quality and efficiency of the system. 
Knowledge as a Source of Innovation and Change 
In her work on the distinguishing assets of an organization, Leonard-Barton 
(1992) explored the strategie importance ofutilizing the organization's distinctive 
"forces" in the development of innovation. These are the human capabilities that 
incorporate the "body of knowledge" carried by individuals that provide the organization 
with competitive advantages. 
As such, knowledge can be defined in many ways. Definitions range from 
Drucker (1993) who identifies knowledge as "systematic, purposeful, organized 
information" (p. 38) to Nonaka and Takeuchi (1995) who define it as being deeply rooted 
in an individual's action and experience, ideals, values or emotions. These definitions 
portray different dimensions of knowledge as being tacit or explicit. According to 
Nonaka (1998), knowledge creation implies a pro cess ofmaking tacit knowledge explicit. 
Creating new knowledge is then as much about ideals as it is about new ideas and always 
begins with the individual (Nonaka, 1998). This perspective is also adopted by Van de 
Ven, Polley, Garud & Venkatamaran (1999) who defines the innovationjoumey as "new 
ideas that are developed and implemented to achieve [ a] desired outcome by people who 
engage in relationships with others" (p. 7). These definitions imply that knowledge is a 
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source of innovation and change that requires synergy between individuals within a 
group. 
Innovation is also considered as dependent on previous accumulation of 
knowledge and organizations' need to be able to"absorb" new knowledge through 
communication and learning (Cohen & Levinthal, 1990). This link between new 
knowledge, leaming and innovation implies that it is done through socialization or the 
formation of networks within the organization and the transfer of abstract knowledge to 
action (Brown & Duguid, 1991; Crossan, Lane & White, 1999; Johannessen & Olsen, 
2003). Therefore, the process underlying the development ofnew knowledge or 
innovative ideas starts with individuals, is interactive and needs to bring human and 
organizational elements together (Edwards, 2000; Drazin & Schoonhoven, 1996; Van de 
Ven, 1986). 
Personal, Social and Organizational Influences on Innovative Ideas 
There are several factors influencing the emergence of innovative ideas. Given 
the importance of considering the dynamic relationship between personal, social and 
organizational components, a set of factors recognized to influence innovative ideas were 
selected for this study. They consist of empowerment, social support network and 
perceived organizational support. 
The notion of empowerment is considered an important personal factor that 
promotes the emergence of innovative ideas. The idea to build on individual capacities 
within an organization was raised by Edith Penrose (1959) in her classic work on the 
growth of the firm. She emphasized the effective use of individuals' unique competence 
for the creation of a valuable service for the organization. Likewise, Leonard-Barton 
(1992) argued that empowerment versus management hierarchies promotes such effective 
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use ofindividuals' competencies within organizations. Empowerment, according to 
Leonard-Barton is the belief in the potential of every individual to contribute toward the 
development of innovations. In the change process, empowerment is then viewed as 
critical. According to Spreitzer and Doneson (2005), rather than pushing people to 
change, empowerment provides a way of attracting them take ownership in the change 
process. 
Another important factor that promotes the emergence and implementation of 
innovative ideas is social networks. Indeed, the transformation of knowledge in an 
organization is done through networks of individuals through whom informaI knowledge 
and organizational values are transmitted, transformed, and enhanced (Nonaka, 1991). 
The assumptions behind communities ofpractice proposed by Brown and Duguid (1991) 
also imply that it is people sharing their ideas, experiences and knowledge that fosters 
innovation. Furthermore, groups are recognized as being able to produce ideas in larger 
quantity and quality than those produced by individuals alone (Nonaka, 1990). As such, 
the diversity of knowledge and skills is a powerful predictor of innovation, especially in 
groups with different functions and behavioural patterns (West, 2002). Work-based 
network activities that centre on the development and implementation of ideas are 
considered one of the important components of innovation (Van de Ven, 1986). These 
inc1ude both structural and functional components that are linked to the organizational 
context. 
Finally, the innovation process does not happen in a vacuum. It needs to be 
supported by the organization from beginning to end (Van de Ven, 1986). Based on 
earlier empirical work, West (2002) describes organizational support for innovation as the 
"expectation, approval and practical support of attempts to introduce new and improved 
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ways of doing things in the work environrnent" (p. 373). In a study of the top 
management teams of 27 hospitals, West found that support for innovation emerged as a 
powerful group process predictor of team innovation. 
In summary, in order to initiate change and promote the emergence of innovative 
ideas in organizations such as health care, it is important to con si der social and 
organizational elements and, most importantly, the individuals who are at the heart of the 
innovation. Based on this literature, Richer and Ritchie (Manuscript 1) developed a 
conceptual framework that draws on organizational change and innovation theories and 
presents Appreciative Inquiry (AI) as a transformational change process. The framework 
depicts the notion that organizational change and the management of innovations are best 
conceptualized from multiple perspectives in relation to context, process and action 
(Bamett & Carroll, 1995; Greenwood & Hinings, 1996; Pettigrew, Woodman & 
Cameron, 2001; Van de Ven, 1986). These tenets are particularly relevant when initiating 
change in complex organizations such as health care. Furthermore, the framework, which 
is the basis for this study, suggests that research should analyze processes within the 
specific context in which the actors evolve. 
Conceptual Framework 
The framework to promote leaming and innovation in professional settings is 
founded on two premises. The first is that initiating organizational change in professional 
settings such ~s health care requires the understanding that organizations are socially 
constructed and create the contexts in which people act and interact to create new realities 
through leaming and innovation (Argyris & Schon, 1978; Cooperrider & Srivastva, 1987; 
Senge, 1990; Van de Ven et al., 1999; Van de Ven & Poole, 1995). The second premise 
is that, in order to initiate change, particular attention should be paid to the process 
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through which change takes place. This process, described as complex and non-linear 
(Pettigrew, Ferlie & McKee, 1992; Van de Ven & Poole, 1995), often focuses on specifie 
problems to be solved. 
This is particularly true in the health care sector because of the influence of the 
medical model, which focuses on interventions for specifie medical problems. AI is 
proposed as an alternative approach that is a transformational change process building on 
interactions between individuals within a system. Seen as a complement to the more 
conventional form of action research by its founder, AI is distinguished by its ability to 
incite generative learning (Barrett, 1995). Considering AI's positive stance, Cooperrider 
and Strivastva argue that this collaborative process has a greater capacity to generate 
innovative change than the traditionallinear approach to problem-solving. 
Figure 1: A framework to promote learning and innovation in professional settings 
(Manuscript 1) 
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Figure 1 presents an overview of the framework. The dotted line surrounding the 
framework caUs attention to the reciprocal influence of the economic and socio-political 
environments in health care. The social and organizational contexts are also presented as 
directly influencing the identified need, the generation and adoption of innovative ideas, 
the selected conditions of learning and innovation and the outcome of the process. The 
identified need on the left side represents the particular issue that the organization faces. 
The framework also illustrates the need to adopt a change process that promotes the 
emergence and adoption of innovative ideas and addresses the identified needs. AI is 
identified as a change process that can be used to promote the emergence of innovative 
ideas regarding the specific need for change. The right side of the framework indicates 
that an action plan of innovative ideas is produced and implemented to address issues 
related to work satisfaction and intent to stay. The framework also identifies AI as 
influencing and being influenced by selected personal, professional, social and 
organizational factors that are the conditions under which learning and innovation evolve. 
These factors have been shown to influence the emergence of innovative ideas and job 
satisfaction. 
Appreciative Inquiry - A Process to Tap into the Potential of Innovative Ideas 
Appreciative Inquiry (AI) offers an approach that considers the organization as a 
"living human construction" (Barrett & Fry, 2002, p. 4), building on the positive and 
highlighting what works within an organization. Recognized as an approach that fosters 
innovative ideas (Bushe, 1998), AI proposes a process in which members of a team can 
ex change both tacit and explicit knowledge to build a future for their team or 
organization. Developed in health care by its founder (Cooperrider, 1986), AI has also 
been reported to challenge traditional approaches of change management theories that 
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focus on problem-solving (Bushe, 1995). AI offers an interesting alternative that places 
the individual at the centre of organizational change. 
Appreciative Inquiry (AI) involves the art and practice of asking questions that 
strengthen a system's ability to anticipate and build on its success and positive potential 
(Cooperrider & Whitney, 1998). Cooperrider and Srivastva (1987) stated that AI builds 
on positive ideas and images emerging from individuals or groups seeking to introduce 
change into a system. The emphasis is placed on the power of words that serve as 
channels through which people communicate meaning (Watkins & Cooperrider, 2000). 
Through its four-phase process of Discovery, Dream, Design and Destiny, AI helps 
individuals and groups to envision their future and initiate change in the organzation by 
concretely doing more of what they do best. 
Described sometimes as a theory and sometimes as a philosophy, the main focus 
of AI is to change social systems (Cooperrider & Srivastva, 1987). ConsequentIy, one 
needs to recognise that individuals' and groups' beliefs are central to any change efforts 
in an organization (Hammonds, 1998). AI was founded on the assumption that the study 
of organizations needs to be guided by a desire to understand how and under what 
conditions change is created and sustained (Cooperrider, Barrett & Srivastva, 1995). 
Barrett and Fry (2002) de scribe five basic assumptions to AI. First, the Constructionist 
Principle proposes that knowledge is a social creation and determines action. Hence, 
organizational knowledge is shared among members and opens avenues for action. 
Second, the Simultaneity Assumption captures the idea that change and inquiry occur at 
the same moment (Finegold, Holland & Lingham, 2002). The very act of inquiry changes 
the meaning ascribed to events and plants the seed for organizational change (Barrett & 
Fry, 2002). Third, the Poetic Assumption captures the notion that social entities are open 
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to endless possibilities and destinies. Fourth, the Anticipatory Principle proposes that 
organizations change toward their most compelling image of the future. Such images are 
malleable and amenable to change through discourse and social interaction (Cooperrider 
& Whitney, 1998). Finally, the Positivity Principle generates positive images of the 
future and provides momentum for long-lasting change. 
Most AI applications have been reported by businesses, non-profit organizations, 
and government or community groups (Ludema, Withney, Mohr & Griffen, 2003). 
Despite numerous calls for its use (Gardner, 2005; Stange, 2004; Vitello-Cicciu, 2003) 
there have only been a limited number of published studies evaluating AI as an 
organizational change method in health care (Richer & Ritchie, Manuscript 2). 
In summary, there is agreement among researchers, policy makers and managers 
that there is a need to test innovative approaches that challenge traditional change 
management practices in health care. These approaches need to be context -specific, and 
promote health care workers' learning and innovation to favour the emergence ofnew ' 
organizational structures or processes to promote quality work environments, workers 
satisfaction and, uItimately, improve the quality of care. In this study, AI is used as a way 
to elicit the emergence of innovative ideas from the health care professional' s perspective 
regarding the organization of care and services. This paper addresses the following 
questions: 1) How does AI lead to the development of innovative ideas regarding the 
organization ofhealth care services?; 2) How does AI promote changes in personal 
(empowerment), social (network) and organizational (support and responsiveness) factors 
related to the development of innovative ideas? 
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Method 
Research Strategy 
A multiple embedded case study was conducted to enhance the understanding of 
the organizational, social and personal dimensions that influence the emergence and 
implementation of innovative ideas in a complex organization such as health care. Given 
these multifaceted elements, the case study methodology constituted an appropriate mode 
of inquiry that permitted the use of multiple sources of evidence (Yin, 2003; Stake, 1995). 
Case Selection and Description 
Cases were selected from the adult oncology division of a recently merged multi-
site university affiliated health care centre in a metropolitan area. In this study, two 
oncology clinics on two separate sites constituted the cases and the embedded units were 
the health care and the management teams. The case were selected to meet the 
organization's need to address work environment issues in the oncology division and the 
exclusion criterion of not being involved in any other research focusing on human 
resource issues. 
Health care team. 
AlI oncology clinic personnel employed at the time that the study began were 
eligible for the study, excluding personnel on leave of absence or sick leave. The 
researcher met with 65 health care personnel and volunteers, 51 agreed to participate in 
the study, representing a 78.5% response rate. Ofthese 51 participants, 30 were nurses 
and 21 were volunteers, pharmacists, physicians, clerical staff and attendants. 
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Management team. 
Five middle and upper managers from medicine, nursing and pharmacy, who had 
direct responsibilities in the organization and management of the oncology clinics, were 
approached and agreed to participate in the study. 
Procedure 
Data collection lasted over a period of one year and was conducted at three 
specific points for soliciting survey data. The first data collection was done before the 
start of the AI sessions (Tl) in April of 2004. The last AI session marked the second data 
collection point (T2) in December 2004. A three-month observation period followed, 
allowing sorne time to explore the implementation of innovative ideas and the 
organization's responsiveness to the AI process. The end ofthis three-month period 
marked the third and final data collection point (T3) in April of2005. 
Appreciative Inquiry. 
The AI process consisted of Il sessions within each case, conducted ovet a period 
of nine months. Table 21 presents an outline of the objectives, activities and nurnber of 
one hour sessions for each of the four phases of the AI pro cess within each case. At the 
end of the AI process, an action plan was produced by each health care team and was 
presented to the management team. 
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Table 21 
Description of the Al Pro cess 
Discovery Dream Design Destiny 
Description Recognize and Connect images Create a vision Create and 
evoke the potential from the past to that represents implement 
of a group through possibilities for the ideal for the actions around 
positive inquiry the future ofthe group the group' score 
group strengths 
Objective Sharing of positive Envision the Articulate Create and 
past experiences, possibilities for Provocative implement 
focus on what change based on Propositions actions around 
gives life and common values representing the Pro vocative 
energy to people what is best in Propositions 
the organization 
Activity Participants The group Provocative -An action plan 
interview each identifies propositions are is created 
other using a set of common themes forrnulated -lndividuals or 
predetermined and the central based on the small groups 
questions vaIues from the group' s central commit to its 
positive stories values application 
Sessions 2 3 2-3 3-4 
Study Components and Data Sources 
This study examined six components of the conceptual framework. These were 
the innovative ideas that emerged and were adopted by the group during the AI process; 
the concepts ofpsychological empowerment; work-based social support network; 
perceived organizationaI support; organizational response to the action plan produced by 
each health care team; and, finally, the organizational context in which the study took 
place. 
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Yin (2003) suggests that the use of multiple sources of evidence allows the 
researcher to address a broader range of issues and helps to develop a converging line of 
inquiry. As shown in Table 22, the sources of evidence used in this study were diverse 
and targeted specific concepts through the three measurement times. They consisted of 
participant observation, questionnaires providing both quantitative and qualitative 
evidence, interviews, direct observation and documentation. 
Participant observation. 
The researcher conducted the AI. To avoid potential bias, a1l22 one-hour 
sessions (11 in each case) were tape-recorded and an extemal observer, noting any 
information related to the conduct and general content of the sessions, took field notes. 
Furthermore, the researcher started each AI session with a summary presentation of the 
previous session's content for the case participants ensuring further content validation. 
Questionnaires. 
Questionnaires providing quantitative and qualitative evidence were administered 
to trace the evolution of empowerment, social support network and organizational support 
across the three measurement times. Questionnaires were also used to evaluate the 
"innovativeness" of the ideas adopted by the health care team. While the questionnaires 
providing quantitative data were chosen for their sound reliability (Table 23), open-ended 
questions were also included to gather qualitative information. As weIl, responses from 
the qualitative questions permitted data triangulation with quantitative questionnaire 
results and provided a richer description of the concepts being examined. The open-
ended questions were developed and validated by expert researchers. 
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Table 22 
Summary of Definitions, Sources of Evidence and Data Collection Point for Each 
Research Component 
Study Component Definition Source of Evidence Data 
Collection 
AI process A change process that Participant From 
focuses on strengths and observation and Tl to T2 
positive experiences II taped sessions per 
case 
Innovative ideas An idea perceived as new Innovative idea grid T2 
by people 
Psychological Sense of perceived Quantitative and TI-T2-T3 
empowerment meaning, competence, self- qualitative questions 
determination and impact 
Social support Meaningful interactions Quantitative and T1-T2-T3 
network that influence a persons' qualitative questions 
ability to function 
effectively in hislher work 
environment 
Perceived The extent to which the Quantitative and TI-T2-T3 
organizational individual perceives qualitative questions 
support support from his superiors 
Organizational The extent to which the Direct observation From 
responsiveness organization took actions and T2 to T3 
based on the action plan interviews 
Organizational InternaI and external Interviews and Throughout 
Context organizational environment documentation the study 
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Finally, in order to evaluate the "innovativeness" of the ideas proposed by the 
health care teams, all ideas were listed and discussed following the "innovative ide a grid" 
developed by the researcher and validated by experts in the field of innovation research 
for the purpose of this study. Based on Van de Ven et al.' s (1999) definition of 
innovation, the majority ofparticipants' needed to agree that an idea was innovative 
before it was classified as such. 
Table 23 
Validity and Reliability of Instruments 
Instrument 
Spreitzer' s Psychological 
Empowerment Scale (1995) 
Fiore, Coppel, Becker & 
Cox (1986) adapted version 
of Antonucci' s Social 
Network Questionnaire 
(Antonucci, 1986) 
Perceived Organizational 
Support Measure 
(Eisenberg, Huntington, 
Hutchison & Sowa, 1986) 
* a = Cronbach alpha 
Reliability coefficient Validity 
* a = 0.62 to 0.80 (Spreitzer, Construct validity 
1995; Manojlovich & Laschinger, (Kraimer, Seibert & 
2002) Liden, 1999) 
In this study: a = 0.84 
Descriptive tool previously used 
in health care. U sed so 
participants diagram their social 
. network (MacPhee & Scott, 
2002) 
a = from 0.74 to 0.95 (Eisenberg 
et al., 1986, 1990,1997) and 0.91 
(Burke, 2001). 
In this study: a = 0.93 
Convergence and 
divergence validity 
(Laschinger et al, 
2000; Spreitzer, 
1995). 
Construct validity 
(Fiore et al. 1986) 
Construct validity 
(Shore & Tetrick, 
1991) 
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Interviews. 
Targeted interviews were conducted with the management team to trace both the 
organizational context throughout the study and the organizational response of the action 
plan produced at the end of AI process. Oetailed notes were taken and immediately 
transcribed. A total of 26 interviews of 45 minutes to one hour were conducted. Eleven 
interviews were done with members of the management team to trace the context in 
which the study took place. Fifteen interviews were conducted to examine organizational 
responsiveness. 
Direct observation. 
Direct observation of management meetings was done as a strategy to observe the 
organizationai responsiveness to the AI process and to determine the extent to which the 
organization took actions based on the proposed action plan. Five management meetings 
were attended within nursing and pharmacy as weIl as one leadership meeting that 
incIuded physicians. Discussions were noted and immediately transcribed when issues 
regarding the AI process or action plan were raised or discussed. 
Documentation. 
For this study, sources of documentation incIuded internaI and external cancer 
care reports. These reports were useful to situate the internaI and external context in 
which the study took place. 
Strategy for Analysis 
The analysis of the cases was done using a temporal bracketing strategy (Langley, 
1999; Van de Ven & Poole, 2000). This Strategy involves decomposing the data into 
chronological sequences that could then be compared in the analysis between cases. The 
time sequence boundaries were defined according to the evolution of the AI process 
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within each case. Each data set derived from qualitative and quantitative sources from 
each time sequence was first anaIyzed separately and then integrated within each case. 
This analysis process also aIlowed for each case to be viewed as a comparative unit of 
analysis. Then, a cross case anaIysis was undertaken to identify convergent and divergent 
trends between the cases (Van de Ven, 1987; Van de Ven & Poole, 2000). 
Qualitative data analysis. 
Qualitative data consisted of verbatim transcripts of the AI sessions, field notes, 
transcripts of qualitative questionnaires, notes from interviews and meeting observations 
and summaries of documentation. A content analysis was done according to the method 
proposed by Miles and Huberman (1994) consisting ofthree concurrent flows ofactivity: 
data reduction; data display; and, conclusion drawing and verification. 
In the first step, ail data was read to extract sorne generaI impressions. In the 
second step, themes were grouped into categories and linked to the theoretical concepts. 
Display matrix (Miles & Huberman, 1994) and visual mapping strategies (Langley, 1999) 
were chosen to display the data and permitted a visualization of the data over the three 
measurement times. The tracking and analysis of the innovative ideas during AI was 
done according to their emergence and evolution during the process. Finally, the cross 
case analysis allowed for contrasts and comparisons and permitted the re-examining of 
data in order to draw conclusions. Data triangulation between different sources of 
evidence also contributed to conclusion drawing. 
To assess the reliability of coding, 120 passages were selected from the three data 
collection points. An independent coder was given the codebook definitions and 
executed a first round of coding on 15 passages for training purposes. When 
discrepancies occurred, they were discussed and details were added to one of the 
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definitions in the codebook. The coder then proceeded to code all 120 passages; a 92% 
inter-coder agreement was reached. 
Quantitative data analysis. 
Descriptive and inferential statistical analysis was done using the Statistical 
Package for Social Sciences (SPSS) version 12.0. In order to evaluate how the AI 
intervention promoted changes in health care professionals' sense of empowerment, 
social support network and perceived organizational support, one-way repeated measures 
ANOV As were conducted. 
Ethical Considerations 
Ethical approval was obtained from the Research Ethics Board of the institution. 
Careful consideration was taken to ensure the confidentiality of the individual 
participants' responses. Questionnaires were codedto identify professional groups and 
cases and only the investigators had access to the coding system. 
Results 
The management and health care team described their CUITent context as having 
many pressure points from various external as weIl as internaI sources. Despite this 
context, the AI process enabled several innovative ideas to emerge. Even though many of 
the ideas were not implemented, the analysis of the type ofinnovative ideas and their 
adoption process showed similarities and differences between the cases. Clearly, certain 
conditions needed to be present for ide as to be implemented. The description of personal, 
social and organizational components also helped to reveal the health care teams' 
perspectives regarding the process and the context in which the study took place. 
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The Health Care Context 
Perspective from the management team. 
In Canada, health care is under the jurisdiction of the provincial governments. In 
the province of Quebec, the health care system is organized around local, regional and 
supra-regional- structures. In January 2004, the provincial government adopted new 
legislation (Bill 25) that proposed the implementation of new integrated health care 
networks called RUIS (Réseau Universitaire Intégré de Santé) and CSSS (Centre de Santé 
et de Services Sociaux). These new structures divide the Province of Québec into 
geographic regions. There are 95 CSSS and four RUIS. In the case of the RUIS, each 
one of the four medical university networks have the responsibility to co-ordinate tertiary 
health care services, teaching and research provided by each university's Faculty of 
Medicine and its associated teaching hospitals within their respective regions. 
At the beginning ofthis project, in May 2004 (Tl), the health center in which the 
study was done received confirmation that they would lead one of the four RUIS, 
covering over 60% of the province' s geographic region to serve a population of 1.7 
million. Interviews with the various department directors, associate directors and the 
oncology co-ordinator, confirmed that this political context exerted pressure on the 
organization and was at the heart of their concern. They identified that, in cancer care in 
particular, advances and up-dates in technologies also exerted financial pressure on the 
system. With the new legislation, there was the possibility that new administrative, 
clinical and governance structures might be needed. The directors recognized that cancer 
care needed to be reorganized, while front-line managers feared this reorganization might 
lead to a decrease in their strategic positioning within the organization. 
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InternaIly, following a massive departure of oncologists from the Case 2 site in 
200 1, recruitment of physicians was still ongoing three years later. There were sorne 
difficulties because of strict legislative codes, especially with out-of-province 
recruitment. Shortages ofheaIth care personnel, particularly nurses and pharmacists, also 
continued to be a preoccupation in specialized areas such as oncology. Furthermore, 
because major renovations were suspended pending the transfer to new buildings, CUITent 
facilities had reached their maximum capacity and yet were in need of expansion for 
treatment areas, isolation rooms and offices. 
Perspective from the health care te am. 
In the course of the AI process, members of the health care team in each case 
noted that the political and social environment of cancer care in Québec greatly 
influenced their work performance. The increased incidence of cancer and the lack of 
additional resources for direct patient care was having an impact on the quality and the 
efficiency of service delivery. They noted that the shortage of family physicians in the 
community was an important factor that increased ambulatory care visits and contributed 
to this increased workload. 
Regarding the internai context, members of the health care team agreed that they 
needed to examine their work functions and service delivery practices to better answer the 
needs of their patients and families. They also considered that their strengths resided in 
their team members' dedication, competence and capabilities. As the study unfolded, 
members from both cases agreed they needed to be creative, but doubted the willingness 
of the organization to support any new allocation of resources for ambulatory cancer care 
in the near future. 
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The Emergence of Innovative Ideas 
The AI process facilitated the development and adoption of innovative ideas. 
Specifically, the process of going through the four phases of AI and the diversity in the 
group composition were factors that promoted the emergence and adoption of innovative 
ideas. As ideas started to be formulated, the contributions of different members of the 
health care team promoted their refinement. The sharing of stories during the Discovery 
Phase incited sorne discussion on central themes that would guide further development of 
ideas. During the Dream and Design Phases, ideas started to take shape and were 
formalized. By the last sessions of the Destiny Phase, sorne ideas, or idea components, 
were discussed at length or implemented. It was also at the Destiny Phase that specific 
individuals or groups of individuals from different disciplines took ownership of ideas 
and irnplemented sorne of the action plan. 
Types of ide as. 
There were sirnilarities in the types of ideas that the teams adopted and considered 
innovative (Table 24). Of the eight ideas proposed by Case 1 and the seven proposed by 
Case 2 in their final action plans, only one within each case was considered non-
innovative by the health care team. The innovative ideas were more incremental in nature 
and rnostly technical (Gopalakrishnan & Damanpour, 1997; Van de Ven, 1986) with the 
majority related to processes for interdisciplinary collaboration and service de1ivery 
models. 
As shown in Table 24, both teams adopted ideas related to interdisciplinary 
nej:works ~d collaboration. The idea to develop a unified vision and a structure for 
interdisciplinary collaboration and decision-making was proposed by both groups as a 
way to formalize their vision for collaborative practice. This took the form of an 
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interdisciplinary forum/group in which selected members from each discipline came 
together and worked on health care quality and efficiency issues, particularly on service 
co-ordination and delivery in cancer care. The idea ofhaving an area (room) to network 
so members from the interprofessional team could get together for lunch or for a 
conference was also adopted by the team in Case 2 as a way to create opportunities for 
"linkages" between professionals. 
The need for integrated, seamless services was weIl articulated by participants in 
Case 1. The team in Case 2 offered sorne ways to arrive at this by suggesting 
multidisciplinary teaching sessions, workshops for nurses and better collaboration with 
other units (e.g., the palliative care unit). 
In order to offer better services to the patient population, participants from both 
cases also proposed ideas for new service delivery models. \Vhile Case 1 participants 
thought of separate clinics to deal with the increasing demands of the oncology and the 
non-malignant haematology populations, the Case 2 team adopted the idea of a day 
hospital for medical emergencies and an oncology emergency room. 
FinaIly, regarding clinical practice issues, both teams adopted ideas that reflected 
the most pressing concems that were linked to their central value of offering quality 
patient/family-centred care. Participants in Case 2 who had identified the need to 
increase the efficiency in the c1inic adopted the idea of having different strategies to 
reduce patient wait time. Participants in Case 1 adopted the ide a to undergo a process to 
determine a safe patient: health care professional's ratio because of the increased volume 
of patient visits and their concem for patient safety. 
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Table 24 
Main Ideas Adopted by Each Health Care Team 
I-Develop common goals/vision with 
the interdisciplinary team 
1-0rganize an oncology retreat with the 
interdisciplinary team to develop a common 
vision and discuss issues related to clinic and 
patient services 
2-Form an interdisciplinary forum with 2-Create a multidisciplinary core group 
representation from each professional 
group 
3-Regular meetings to discuss issues to 3-Common room for staffto have lunch. 
bring to interdisciplinary forum Psycho-social support for staff 
4-Integrated and seamless services with 4-0ffer appropriate care 24/7 by having: 
new model of care 
5-Separate c1inic to deal with 
complications and treatment toxicity 
6-Separate clinic for non-malignant 
hematology population 
7 -In order to provide cutting edge 
evidence-based quality care, develop 
evidence-based standards for safe 
patient: health care professional ratio 
Initiators, refiners and adopters. 
-Evidence-based telephone triage 
-Better collaboration with the palliative care 
unit 
-Day hospital for medical emergency 
and oncology emergency room 
5-Multidisciplinary teaching session for new 
patients 
6-Increase clinic efficiency by reducing wait 
time 
In both cases idea initiators were mostly nurses but the ideas were developed with 
the participation of members from aIl disciplines. The participation of diverse members 
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of the team was heneficial for the refinement ofthe idea (the refiners). Members of the 
diverse disciplines shared their knowledge and perspective and this shared learning gave 
form to the ideas that the group considered innovative. For example, in Case 1, the idea 
of an interdisciplinary forum started with a pharmacist trying to find a way of improving 
communication within the team. The idea of making the concept of interprofessional 
collaboration more concrete was then brought up by a physician and a vQlunteer 
proposed a format that could promote the coming together of different team members. 
The idea of initiating an interdisciplinary forum was then formulated and refined by 
specifying the process of functioning. These idea components evolved primarily because 
they were related to the central values that the group deemed important. 
In Case 2, ideas were also initiated outside the formaI AI sessions. After the first 
design session, the group decided to use an "idea box". If members of the team had an 
idea between AI sessions, they wrote it on a piece of paper and put it in the idea box. 
These ideas were then presented to the group and discussed. There were 16 ideas that 
came from the idea box and were discussed in the course of the AI sessions. Nurses did 
most of the discussion around these ideas and most of them became components of ideas 
that got integrated into the final action plan. 
Ideas ' evolution. . 
The evolution of ideas followed different paths in each Case. Ideas that were more 
complex and engendered more discussion evolved in a more disorderly fashion. In these 
cases, the idea was adopted only when it aligned with the purpose and values that the 
group deemed important. For example, participants in Case 1 recognised the need to 
propose a structure to improve communication among the different members of the 
interdisciplinary team. The idea to form a committee was proposed during the Dream 
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Phase and was immediately rejected. This idea evolved and, during another session, a 
v01unteer proposed a town hall format as something that she had experienced very 
positively in her experience in private industry. This idea was not retained. However, 
during the Design Phase, as members of the team discussed actions that would make their 
dream possible, they proposed the idea of an interdisciplinary forum, discussed it and 
readily adopted it. This idea was in line with their vision ofbeing a "dynamic and 
interdisciplinary team". 
In other cases, ideas were tirst rejected before being reconsidered and adopted. 
For example in Case 2, the idea to propose an emergency room for oncology patients was 
rejected when it was tirst presented during the Design Phase. The group adopted the idea 
when it was reintroduced again at the Destiny Phase, and they aIso decided to think of 
short-term alternatives. For example, a nurse proposed a phone triage system to answer 
emergency needs, and a physician suggested doser links with the palliative care unit. 
Both of these ideas were adopted. 
Organizational Responsiveness and Ideas Implementation 
The,process of implementing the adopted ideas presented in the action plan 
mainly invoived the mobilized actions of individuals who participated in the AI process. 
The organizationai response regarding the ideas' implementation was achieved through a 
formaI meeting between the management and the health care team, meetings within 
various disciplines and the direct involvement of a manager. 
Following the end of the AI process, the management team first met with each 
Case' s team. This meeting gave each team the occasion to present their plan and signify 
their priorities regarding ideas' implementation. Following this meeting, managers also 
had occasion to meet participants within their directorship at which time sorne actions 
163 
were taken to support ideas' implementation. In one instance, a member of the 
management team integrated components of the action plan into her strategie planning for 
the year to come. In another instance, an associate director supported a new idea by 
becoming directly involved in the implementation process. The management team, 
however did·not respond to the health care teams' expectation to support the 
implementation of most ideas. The temporal bracketing and visual mapping strategies 
demonstrated that at that time, the external context continued to evolve and created 
pressures for upper management. During management meetings, these issues, and new 
emerging internai pressures, took precedence over discussions of ideas proposed in the 
action plan. 
The implementation of innovative ide as rather was initiated by the actions of 
individuals or groups of individuals within the health care team. Three of the se ven ideas 
proposed by Case 1 participants and part of one idea were implemented during the study 
period (Ide as 1,2,3 and part ofIdea 4). The implementation process was slower in Case 
2. Part of one innovative idea (ldea 2) was implemented and components of Idea 6 were 
in the process ofbeing implemented when the studyended. 
In Case 1, the successful implementation of ideas was linked to the leadership of 
sorne health care team members who started the implementation process one month 
before the last AI session with the support of a member of the management team. These 
ideas were in line with the group' s vision and had been discussed at length. and refined 
throughout the AI process. Nurses, particularly one nurse in an advanced practice role, 
were instrumental in leading and mobilizing members of the health care team in the 
implementation of these ideas. 
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In Case 2, the implementation process was slower. The specific idea components 
that were implemented or were in the process of being implemented were mostly related 
to reducing wait time (Idea 6). The group considered this issue to be the first priority at 
their meeting with the management team and ideas were directly related to their vision to 
offer quality health care to the cancer population. In Case 2, the ideas or idea components 
were also implemented when they were involving more than one member of the 
interdisciplinary group and when supported by the nurse manager who was part of the 
process. 
The analysis of the organizational responsiveness and idea implementation shows 
that the implementation of innovative ideas was facilitated when the idea addressed the 
team's values about patient care and when members from diverse backgrounds (or 
disciplines) participated in the idea elaboration and implementation process. Results of 
this study also reveal that the most critical elements for the implementation of innovative 
ideas was one person or a group of individuals taking direct leadership and a member 
from the management team showing direct support during the implementation process. 
Variation in Personal, Social and Organizational Components 
As personal, social and organizational factors influence the emergence of 
innovation, the concepts of psychological empowerment, social support network and 
perceived organizational support were traced at aIl three measurement times with 
questionnaires providing quantitative and qualitative evidence. The results of the 
RMANOV A did not reach statistical significance and are described in more detail in 
another paper (Ri cher & Ritchie, Manuscript 4). Overall, there was sorne decrease in 
mean scores in the measures of psychological empowerment and perceived organizational 
support and a small increase in support network over time (between Tl and T3). 
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Psychological empowerment. 
Overall, the respondents' survey narrative comments about empowerment related 
to their feelings of autonomy or control in making decisions about their work. The issue 
of autonomy was salient in both cases and across aIl professionals from the health care 
team. Nurses, particularly, indicated that this perceived autonomy was present when 
giving one-to-one care to their patients or when being able to resolve patients' problems. 
This was also notable among physician, pharmacist, clerical staff and volunteer 
participants. This trend was also reflected in the psychological empowerment mean 
scores that indicated a moderately high level of empowerment (scores varied from 59 to 
64, central value = 48). 
The health care team from both cases mostly perceived a lack of control regarding 
organizational or systems issues such as the volume of patients visiting the clinics, the 
length oftime patients needed to wait before treatments and the shortage ofhuman 
resources. These issues were all addressed in the ideas that were proposed in the action 
plans. In this work environment, sorne participants felt that they were supportedin 
proposing new ideas, as portrayed by the following excerpt from a nurse at the end of the 
AI process (Time 2): 
"1 feel that 1 am able to develop new programs within the clinic. 1 feel that 1 am 
supported and encouraged by both the nursing staff and physicians. When you 
have [an} idea, you are encouraged to "run with it"" (N2-4) 
Work-based support network. 
Overall, respondents' comments were more about functional support than the 
number of people in their network. Nurses and other health care team members from 
both cases identified these dimensions as important components for work performance 
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and quality health care. Most respondents signified that they were satisfied with their 
support network. Sorne identified the positive influence of the communication and trust 
within the team as an important element that influenced work efficiency. 
Providing or receiving professional guidance was identified by the health care 
teams from both cases as more important than workload support. Sharing expertise 
reglll"ding professional issues and patient care seemed to be, for sorne, what most 
improved the quality of care. 
Perceived organizational support. 
In both cases, nurses perceived receiving the most support from their manager. 
The nurse manager was seen as a great source of support but with limited power in 
decision-making within the organization. The upper management, on the other hand, was 
perceived to be either unresponsive or unaware of the CUITent work situation. The AI 
process, however, was seen by a few within each case as a positive step that demonstrated 
interest and potential support from upper management to initiate change. This is shown 
in the following excerpts from a pharmacist and a nurse: 
"The fact that this very study is realised and encouraged by directors is a good 
predicament [sic 1 for reorganization and support to come, and points out the will 
of the organization to attain excellence and patient 's outcome. " (phal-l) 
"1 sense good intentions but 1 need to see change in a timely manner (. . .) " 
(N2-14) 
Even though sorne nurses appreciated the good working schedule and the positive 
recruitment strategies, over time the upper management was increasingly perceived as 
unresponsive to their needs and proposed ideas. This was apparent in the perceived 
organizational support scores, and in narrative comments, that decreased over time and 
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indicated a negative perception of support from the organization (overall scores between 
59 and 66, central value = 68). 
Discussion 
In seeking to answer the study questions of how AI led to the development of 
innovative ideas regarding the organization of health care services and how it influenced 
personal, social and organizational factors over time, three specifie components will be 
discussed: the emergence and implementation of innovative ideas; the importance of 
social networks; and, the organizational determinants that need to be taken into 
consideration. 
The Emergence and Implementation of Innovative Ideas 
At a time when health care managers and researchers are increasingly insistent on 
the need to engage personnel in change efforts (Barney, 2002; Lavoie-Tremblay, 2004; 
Rathwell & Persaud, 2002; Shannon & French, 2005), the results of this study suggest 
that AI not only provides a way to involve health care professionals in change processes 
but also creates the opportunity and sorne of the conditions that promote the emergence 
and implementation of innovative ideas. 
The results of this study suggest that the process of going through the four phases 
of AI helped in the development of innovative ideas. Throughout the AI process, 
discussions and exchanges between different members of the team permitted the 
refinement and the evolution of the generated ideas. This process of knowledge exchange 
and development is in line with Nonaka's proposition that the emergence of innovative 
ideas or new knowledge always begins with individuals, is embedded in values and 
beliefs and is created when tacit knowledge is made explicit and transformed into 
something new (Nonaka, 1991). The different phases of AI permitted this exchange and 
transformation of knowledge into innovative ide as, confirming therefore theoretical 
framework's premise for this study. 
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Furthermore, since health care is often anchored in a problem-focused 
environment, both in the clinical and management sense, the positive change philosophy 
behind AI helped members of the health care team focus on their successes and re-
evaluate their perspective about health care problems (Barrett & Cooperider, 1990). The 
first phase of the AI process in particular helped in identifying what worked well and 
helped members plan for more ofthat. In this study, both health care teams identified 
their central values ofhealth care quality and collaborative practice and implemented 
sorne of the ideas related to processes and structures that could achieve these ideals. 
The Importance of Social Networks and Interdisciplinary Collaboration 
This study contributes to the body of knowledge on the emergence and adoption 
of innovative ideas in health care and in particular the importance of social networks and 
interdisciplinary collaboration as necessary conditions. Social influence has been 
presented in the literature from diverse perspectives that often focus on inter-
organizational networks (DeWever, Martens & Vandenbempt, 2005; Powell, White, 
Koput & Owen-Smith, 1996; Ritter, 1999). The results ofthis study, however, support 
the view of Drazin and Schoonhoven (1996) and others (Hislop, Newell, Scarbrough & 
Swan, 2000) that equal attention be given to micro-Ievel social structures of networking 
in the production of innovation as well as to the larger system's perspective. The fact 
that, in both cases, innovative ideas got developed and refined through the unique 
contribution of individuals from diverse backgrounds, is an important point to consider 
and provides evidence to support the study's theoretical framework. This is especially 
relevant for health care managers who sometimes hesitate to include professionals from 
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diverse groups because of the difficulty in getting them together. Furthermore, this type 
of networking can be se en as an important component of innovation uptake. 
The results of the study aiso show that the issue ofinterdisciplinary collaboration 
is important in clinical settings. Both groups not only identified their networks as 
important but also the need to create a process in which members of the interdisciplinary 
team would meet, develop a common vision and strategically plan for changes. lndeed, 
collaboration between professionals needs to be understood not only as a professional 
endeavour but as a hurnan process that involves collective actions to answer patient care 
needs (D'Amour, F errada-Videla, San Martin-Rodriguez & Beaulieu, 2005; San Martin-
Rodriguez, Beaulieu, D'Amour & F errada-Videla, 2005). 
As a process, AI is a way to encourage dialogue, develop trust and create links not 
only between professionals but also with other health care workers, creating a "space" 
where knowledge can be developed and shared. These conditions fit Nonaka and 
colleagues' concept of"ba" (Nonaka & Konno, 1998; Nonaka, Toyama & Konno, 2000). 
As such, the common context in which knowledge was shared, created and utilised during 
the AI process united physical and mental spaces that promoted sharing common goals 
and thereby providing a platform for innovation. 
Organizational Support: A Key Ingredient to Idea Implementation 
A key ingredient to idea implementation was organizational support. The results 
show that members of the health care team perceived a relative Iack of organizational 
support from upper and middle management. These results suggest the importance of 
considering the degree to which the organization responds to support the innovative ideas 
generated by front-line workers, thus providing evidence to support these links,. as 
proposed in this study's framework. As such, one of the determinants ofidea 
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implementation, apart from the presence of agents of change, is the direct support from a 
member of the management team. This suggests that the organization needs to be 
receptive and support the implementation of these new ideas. These ideas are the trigger 
for organizational improvement and, in the views of Van de Ven (1986), an organization 
can only survive when it pursues new initiatives. Ideas cannot by themselves improve the 
organization without the accompanying changes to implement them; otherwise only the 
potential for improvement exists. This dimension has been reported by Damanpour 
(1991) who conducted a meta-analysis of the organizational dimension involved in the 
adoption of innovations across various types of organizations. In non-profit public 
organizations, the analysis suggests that managerial attitudes toward change were one of 
the factors positively associated with innovation adoption. Furthermore, in knowledge 
creation processes such as AI, middle managers are placed at the centre of the knowledge 
management process because they are at the core of the vertical and horizontal flow of 
information within an organization, placing them in a "middle up down" management 
position (Nonaka & Takeuchi, 1995). 
In summary, this study makes a contribution to the body of literature that looks at 
micro system examinations of change processes, and how ideas evolve and are developed 
in a multidisciplinary context such as health care. The findings also provide evidence of 
the influence of personal, social and organizational factors in the emergence and adoption 
of innovative ideas, which supports the elements and the links proposed in the study 
framework. 
Implication for Researchers 
Even though this study provided sorne insights on the usefulness of AI for 
eliciting the emergence of innovative ideas from the health care professionals' 
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perspective regarding the organization of care and services, several issues for further 
research remain. There is a need to continue to understand the conditions that promote the 
emergence of innovative ideas from a micro-pro cess perspective and see if the 
sustainability of change is facilitated by interdisciplinary involvement. Larger and 
contrasting case samples are aiso needed to build theoretical and causal links between the 
personal, social and organizational variables explored in this study. 
Implication for Managers 
In this study, the AI process was instrumental in creating a synergy between 
professionals for the creation of new knowledge. It created a space where members of the 
interdisciplinary team were able to meet and share their successes and values about care. 
The difficulty in involving physicians in a process that invoives eight to 10 meetings is 
important to take into consideration when initiating a process such as Appreciative 
Inquiry. The major implication for upper and middle managers however, is the 
importance of following through on the proposed ideas. Managers are instrumental in 
providing support in the implementation process. Discussing, with the members health 
care team, about selecting and applying a number of short-term ideas, would be beneficial 
to sustain the momentum engendered by a process such as AI. 
Strengths, Limitations and Future Research 
The strengths of this study reside in its comprehensive look at the emergence of 
innovative ideas from the personal, social and organizational perspective. It also tested a 
relatively new approach to change in health care and involved diverse members of the 
team that are often not invited to participate in health care change initiatives, such as 
volunteers, secretaries and support staff. 
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A limitation of this study is that the observation period following the end of the AI 
process was too short to potentially observe the full implementation of the innovative 
ideas. Furtherrnore, an important aspect of case study research is ruling out any plausible 
alternative interpretation to increase the internaI validity of a study (Yin, 2003). Even 
though certain steps were taken, due to the large number of factors that can influence the 
emergence and implementation of innovative ideas in a context such as health care, it was 
difficult to establish with certainty which of the personal, social or organizational 
elements were most significant. 
Conclusion 
The health care system is primarily publicly funded in Canada. It does not 
"compete" in the traditional sense of the word and is not motivated by increasing its profit 
or building market share value. It is, however, under constant pressure to address issues 
of quality, cost, efficiency and effectiveness of care. In knowledge-based environments 
such as health care institutions, workers need to be considered as important assets that can 
participate in finding innovative ways to organize services and so improve the quality and 
efficiency of the system. AI represents a way to tap into the innovative potential and 
convert knowledge into assets for health care institutions and helps to draw on the 
dynamic capabilities and talents that exist within such organizations. 
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Abstract 
Background: The latest shortage ofhealth care professionals persists. The need to take 
into consideration the many factors related to creating better work environments is 
pressing, especially considering the evidence of the impact of job satisfaction and 
retenti on on the quality of care and patient safety. 
Objectives: To examine the impact of Appreciative Inquiry on: 1) the development of 
innovative ideas regarding work organization; 2) changes in health care professionals' 
and, particularly nurses', job satisfaction and intent to stay; and, 3) levels of 
empowerment, social network and perceived organizational support. 
Design: Multiple embedded case study design. 
Setting: Adult oncology division of a recently merged multi-site university affiliated 
health care centre from a metropolitan area in Eastern Canada. 
Participants: Two oncology ambulatory clinics constituted the cases; the embedded units 
were the health care and the management teams (N = 47 and 5). 
Methods: Multiple methods were employed. Questionnaires providing quantitative and 
qualitative evidence were used to trace the evolution of the variables under study over 
three time periods. 15 interviews and observations during six management meetings were 
done to trace organizational response to the teams' action plans. 
Results: The AI pro cess led to innovative ideas; sorne ofthese ide as were implemented 
during the study period. AI did not result in improved psychological empowerment, 
perceived organizational support, support network or intent to stay. Job satisfaction 
decreased over time. Perceptions of psychological empowerment and organizational 
support emerged as important intervening variables. 
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Conclusion: This study contributes to the body ofknowledge on the benefits of 
participative strategies to find ways to address retention issues and improve work 
environment. Results demonstrate that achieving changes requires an integrated approach 
. involving many dimensions that take into consideration the dynamic relationship between 
the context, the organization and the health care workers. 
Key words: (CINAHL) Appreciative Inquiry, innovation, job satisfaction, participatory 
intervention, personnel retenti on. 
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Introduction 
The latest shortage of health care professionals persists and has reached critical 
proportions worldwide (Oulton, 2006). Despite efforts to increase admissions to nursing 
schools, shifts in demographics have contributed to the severity of the situation. For 
exampIe, in the province of Québec, the number of nurses aged 45 and oider has doubled 
since 1982 (Forum National sur la Planification de la Main-D'œuvre Infirmière, 2001). 
Based on the assumption that the age of nurse retirement is between 55 and 65, an 
important portion of the nursing workforce will soon leave the profession (O'Brien-
Pallas, Alksnis & Wang, 2003). Furthermore, organizations are now realising that they 
are losing more nurses than they are hiring. In a knowledge-based environment such as 
health care, this represents an important loss of knowledge capital. 
In times of shortages, retention of personnel is the comerstone of safe and 
efficient health care services. Aiken et al. ' s (2001) study of over 43,000 nurses from 
Canada, England, Germany, the United States and Scotland shows an alarmingly high 
proportion of nurses wanting to leave their job. Results indicated that 27% to 54% of 
nurses under the age of 30 planned to léave their job within 12 months of data collection. 
According to Lowe (2002), these human resource issues are a symptom of systemic work 
environment problems in heaIth care. However, despite the numerous caUs for changes in 
work environments (O'Brien-Pallas, Alksnis & Wang, 2003; Simoens, Villeneuve & 
Hurst, 2005), there are still few interventions being tested. 
The need for interventions that take into consideration the multiple aspects related 
to creating better work environments is now more pressing than ever. This is especially 
so considering the increasing empirical evidence that demonstrates the impact of health 
care workers' job satisfaction and retention on quality of care and patient safety (Aiken, 
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Clarke & Sloane, 2002; Baker et al., 2004; Bazolli, LoSasso, Arnould & Shalowitz, 2002; 
Laschinger & Leiter, 2006; Zboril-Benson, 2002). More specifically, strategies are 
needed to explore managerial interventions that influence work designs (Ai ken et al., 
2001; Oulton, 2006; Priest, 2006) while focusing on the personal, social and 
organizational factors related to job satisfaction and retenti on of personnel. Appreciative 
Inquiry (AI) offers an approach that can address these issues. AI challenges traditional 
approaches of change management theories that focus on problem-solving (Bushe, 1995) 
and builds on what works weIl within an organization. AI considers the organization as a 
"living human construction" (Barrett & Fry, 2002, p.4), and so offers an alternative that 
promotes leaming and innovation by placing individuals at the centre of change regarding 
workplace environment in health care (Richer & Ritchie, Manuscript 1). 
This paper describes one part of a study that examined the impact of AI on the 
development ofinnovative ideas regarding work organization and changes in health care 
professionals' and, in particular nurses', job satisfaction and intent to stay within an 
oncology ambulatory care setting. Using a multiple case study method (Yin, 2003), this 
paper shows how AI influenced changes in job satisfaction and intent to stay and how it 
influenced selected personal, social and organizational factors that have been linked to 
both retention and the emergence of innovative ideas. 
Literature Review 
The restructuring and downsizing of the Canadian health care system are 
identified as important causes of deteriorating working conditions within it (Priest, 2006). 
Several studies have also pointed out that job dissatisfaction is a critical factor that 
influences nurses' and physicians' intent to leave their profession (Borda & Norman, 
1997; Collins et al., 2000; lrvine & Evans, 1995; Larrabee et al., 2003; Stoddard, 
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Hargroves, Reed & Vratil, 2001; Williams et al., 2001). Nurse researchers have paid 
particular attention to the issue of shortages within the health care system. Other health 
care professionals, such as physicians, phannacists and social workers, also agree that 
shortages and factors related to creating a quality workplace environment have a direct 
impact on retention and need to be addressed together (Cooper & Brown, 1986; Kinard & 
Little, 1999; Meyers, 2003; Pockett, 2003; Rabinowitz, Diamond, Markham & Paynter, 
2001). 
There is mounting evidence of the need to change workplace environments to 
maintain the health care workforce. Researchers have explored several angles to guide 
the design and implementation of interventions that tackle this issue. The concept of 
magnet hospitals (Aiken, Havens & Sloane, 2000; Aiken, Smith & Lake, 1994; Havens & 
Aiken, 1999; McClure, Poulin, Sovie & Wandelt, 1983; Scott, Sochalski & Aiken, 1999) 
was developed with an inductive approach, examining the elements that made certain 
hospitals attractive to nurses. Researchers described a series of attributes that inc1uded 
administrative, environmental, professional and social elements of magnet workplaces 
that were found to increase work satisfaction and retenti on of nurses. 
Theoretical models have also guided research on how to improve work 
environments. For example, Kanter's theory of organizational empowerrnent has guided 
the works of Laschinger and colleagues and pointed to the importance of establishing 
'empowering' structures that provide nurses access to information, support and 
opportunity to learn and grow (Hatcher & Laschinger, 1996; Laschinger, 1996; 
Laschinger & Havens, 1997). Such structures in health care have been found to promote 
psychological empowerment and retention (Laschinger, Finegan & Shamian, 2001; 
Laschinger, Finegan, Shamian & Wilk, 2001; Laschinger, Finegan, Shamian & Wilk, 
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2003). Others have used psychosocial models that explored ways to establish a balance 
between the psychological demands ofwork and workers' decision latitude. These 
researchers have initiated participative interventions targeting such issues as team work, 
work organization and communication in order to reduce psychosocial factors such as 
psychological demands and decision latitude, known to hinder workers' health problems 
(Bourbonnais & Mondor, 2001; Bourbonnais, Brisson, Vinet, Vézina & Lower, 2006; 
Lavoie-Tremblay et al., 2005; Lavoie-Tremblay et al., 2006). 
These bodies of literature have indicated the relevance of testing participative 
interventions, such as Appreciative Inquiry, to promote the development of positive work 
environments. Furthermore, in order to promote retention and innovative work designs 
and organizations, personal, social and organizational factors need to be taken into 
consideration. 
Changing Workplace Environments - Focus on Personal, Social and Organizational 
Components 
For the purpose ofthis study, selected personal, social and organizational factors 
were examined because oftheir influence on the retenti on ofhealth care personnel. 
These factors are: psychological empowerment; work-based social support network; 
perceived organizational support; and, organizational responsiveness. These specifie 
factors have also been described as important in promoting health care professionals' 
capacities for learning and in theemergence of innovation (Brown & Duguid, 1991; 
Drazin & Schoonhoven, 1996; Leonard-Barton, 1992; Nonaka, 1990; Richer & Ritchie, 
Manuscript 1 and 3; Spreitzer, 1995). 
Sorne of the personal factors identified as determinants of retention are feelings of 
professional autonomy (Aiken, Smith & Lake, 1994; Blegen, 1993; Stoddard et aL, 2001) 
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and perceived value given to work accomplishments (Fletcher, 2001; Mueller & 
McCloskey, 1990). CIoseIy linked with the concept ofprofessional autonomy, 
psychological empowerment has been found to be an important predictor of job 
satisfaction (Kramer & Schmalenberg, 2003; Larrabee et al., 2003; Laschinger, Finegan, 
Shamian & Wilk, 2001; Laschinger & Havens, 1996; Spreitzer, 1995). Psychological 
empowerment includes four components: meaning, or the congruence between the job 
requirement and the employees' beliefs; competence, or the confidence in job 
performance abilities; self-determination, or the feeling of control at work; and, impact or 
the sense ofbeing able to influence outcomes in the organization (Spreitzer, 1995). 
A work-based social support network has also been found to support and sustain 
the nursing workforce (MacPhee & Scott, 2002). Health care employees who are part of 
a support network are more likely to have higher job satisfaction (Tai, BIarne & 
Robinson, 1998). The concept of a social support network is especially important for 
group cohesion in the context of clinical practice where health care professionals are 
called to work collaboratively. Favourable social relations with colleagues and co-
workers encouraged physicians to stay in hospital settings (Hoff, Whitcomb & Nelson, 
2002) and increased the overall job satisfaction of primary care and emergency care 
practitioners (Schultz, Girard & Sheckler, 1992). Support from nurses' colleagues within 
the health care team has also been described as an important aspect of a positive work 
environment (Hansen, 1995; Michael & Jenkins, 2001). 
The feeling of being supported by administrators is also an important predictor for 
the intent to stay among nurses working in a university health centre (Sourdif, 2004). 
Managers' leadership aptitudes, such as the ability to encourage autonomy and critical 
thinking, have an impact on nurses' retenti on (Boyle, Bott, Hansen, Woods & Taunton, 
181 
1999; Taunton, Boyle, Woods Hansen & Bott, 1997; Upenieks, 2003). For example, in a 
. nursing study of 50 units in four acute care hospitals, Leveck and Jones (1996) found that 
a participative management style, because of its effect on group cohesion, predicted job 
satisfaction and staff retention. They pointed out the need to bring teams together and 
involve front-line workers to find ways to improve retention. 
Finally, the ways in which the organization responds to problems raised by health 
care professionals have an impact on their general satisfaction (Kangas, Kee & McKee-
Waddle, 1999). Feeling supported and having sufficient staffto respond to patients needs 
was found to be amongst the most important predictors of job satisfaction and retention 
among nurses (Aiken, Clarke & Sloane, 2002) and physicians (Visser, Smets, Oort & de 
Haes, 2003). Studies also show that po or management and the lack of resources to 
provide proper levels of patient care were identified as the main source of dissatisfaction 
among hospital nurses and midwives (Newman, Maylor & Chansarkar, 2002; Newman & 
Maylor, 2002). 
In summary, this briefreview of the literature highlights that, in order to promote 
innovative work organizations and improve work environments, we must con si der 
personal, social and organizational elements that influence job satisfaction and the 
retenti on of health care personnel. This body of knowledge inspired the development of 
the conceptual framework used for this study. The framework draws on organizational 
change and innovation theories and presents Appreciative Inquiry (AI) as a change 
process that builds on health care personnel' s perspectives and capacities toward the 
creation of positive work environments. 
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Conceptual Model 
The framework is founded on two premises. The first premise builds on the work 
of several theorists who looked at human relations as a central element when initiating 
changes in organizations (Argyris, 1964; Checkland, 1981; Crozier & Friedberg, 1977; 
Likert 1961, 1967; McGregor, 1960; Mintzberg, 1986; Petit, 1987). As such, individuals 
and groups are the key players in the outcomes of change because they are the ones who 
can identify errors and promote change in the organization's values through learning and 
actions (Argyris & Schon, 1978; Senge, 1990). This perspective underscores the 
importance of considering the people within a system as the most important proponents of 
change, as weIl as examining the interplay of the social context and the creation of new 
knowledge as the key component of innovation and organizational change. 
The second premise is that, in order to initiate change, particular attention should 
be paid to the processthrough which change takes place (Pettigrew, Ferlie & McKee, 
1992, Van deVen & Poole, 1995). This process often focuses on specific problems to be 
solved. The most useful way to look at change in health care organizations is to focus on 
a process that brings individuals together to create a future for the organization. 
AI is proposed as a method for changing social systems. According to its founder, the 
study of organizations needs to be guided by the desire to understand how and under what 
conditions something is created (Cooperrider, Barrett & Srivastva, 1995) and can help 
create the context needed for innovative organizations to flourish (Barrett, 1995). 
Figure 1: A frame~ork to promote leaming and innovation in professional settings 
(Richer & Ritchie, Manuscript 1) 
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The framework presented in Figure 1 offers a systemic perspective in which the 
different elements within the figure are dependent on each other. The framework 
illustrates the need to adopt a change process that promotes the emergence and adoption 
ofinnovative ideas to tackle issues related to the retention ofhealth care personnel. AI is 
identified as a change process that could be used in these situations. The right si de of the 
framework indicates that a transformational change pro cess, in this case AI, produces an 
action plan of innovative ideas to address the needs of personnel retention and improve 
health care. The framework also identifies AI as influencing and being influenced by 
selected personal, professional, social and organizational factors that are important to 
promote innovation and the retenti on of health care personnel so that leaming and 
innovation can occur. The framework is described in more detail in another paper 
(Richer & Ritchie, Manuscript 1). 
Appreciative lnquiry 
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Appreciative Inquiry (AI) involves the art and practice of asking questions that 
strengthen a 'system's ability to anticipate and build on its success and positive potential 
(Cooperrider & Whitney, 1998). Developed by Cooperrider and Srivastva (1987), AI 
generates positive ideas and images that emerge from individuals or groups seeking to 
introduce changes in a system. The emphasis is placed on the power of words that serve 
as channels through which people communicate meaning (Watkins & Cooperrider, 2000). 
Throughout its four-phase process, Discovery, Dream, Design and Destiny, AI 
looks for and builds on peak moments in organizationallife when individuals and groups 
feel the most al ive and efficient. Individuals and groups can then envision their future 
and initiate change in the organization by concretely doing more of what they do best. 
Given the numerous caUs for its use (Gardner, 2005; Stange, 2004; Vitello-Cicciu, 2003), 
AI is now starting to be used in healthcare settings (Richer & Ritchie, Manuscript 2). 
Appreciative Inquiry is founded on the assumption that the study of organizations 
needs to be guided by a desire to understand how and under what conditions change is 
created and sustained (Cooperrider, Barrett & Srivastva, 1995). Described sometimes as 
a theory and sometimes as a philosophy, the main focus of AI is to change social systems 
(Cooperrider & Srivastva, 1987). Consequently, one needs to recognise that the 
assumptions held by individuals and groups are central to any change efforts in an 
organization (Argyris & Schon, 1974, 1978; Hammonds, 1998). Change can be managed 
by identifying successes and by considering how to do more of what works through 
leaming and innovation. 
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In summary there is agreement among hea1th care researchers, policy makers and 
managers on the need to test innovative approaches that challenge traditional change 
management practices. These approaches must be context specific, and promote health 
care workers' learning and innovation. Such a combination is expected to favour the 
emergence of new organizational structures or processes to promote quality work 
environments, workers' satisfaction and ultimately improve the quality of care 
(Manuscript 1, Richer & Ritchie). In this study, AI was used as a way to elicit, from 
health care professionals, innovative ideas regarding the organization of care and 
services. The research questions were: 1) How does AI promote changes in health care 
professionals', particularly nurses', job satisfaction and intent to stay?; 2) How does AI 
promote changes in personal (empowerment), social (network) and organizational 
(support and responsiveness) factors related to bothjob satisfaction and the development 
of innovative ideas? 
Methodology 
A multiple embedded case study was conducted to answer the study's questions. 
Given the multifaceted elements involved, case study methodology also permitted the use 
of multiple sources of evidence (Yin, 2003; Stake, 1995). In this study, two oncology 
c1inics constituted the cases and the embedded units were the health care and the 
management teams. 
Data Collection and Participants 
The study intervention and data collection took place between April 2004 and 
April 2005. Cases were selected from the adult oncology division of a recendy merged 
multi-site university affiliated health care centre from a metropolitan area in Eastern 
Canada. Cases were selected from two ofthe institution's sites. Case selection met the 
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organizations' need to address work environment and retenti on issues in their oncology 
division and the exclusion criterion of not involving any other research focusing on 
human resource issues. The participants included members of the health care team and 
the management team. 
Health care team. 
AU oncology clinic personnel employed at the time the study began, excluding 
personnel on leave of absence or sick leave, were eligible for the study. The researcher 
met with a total of 65 health care personnel and volunteers, 51 agreed to participate in the 
study, representing a 78.5% response rate. Of the 51 participants that started the study, 
47 remained and participated in the AI process (Table 25). 
Table 25 
Final Number of Participants by Profession lnvolved in the Study 
Nurses Pharmacists Clerical Physicians Volunteers Aide Total 
staff 
Case 1 14 2 3 1 3 0 23 
Case 2 14 2 1 2 4 24 
Total 28 4 4 3 7 1 47 
The average age of nurse participants was 51.4 (Case 1) and 49 (Case 2). The 
average age of other health care team members was 55 and 57.3 respectively. Since 
volunteers' activities often occur after retirement, this discrepancy in the age between 
nurses and other health care team numbers was explained by the influence of the average 
age of volunteers (X = 72.3 years). Education levels were similar in both cases. Most 
nurses had completed a Bachelors degree or a university diploma. The other health care 
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team members' education ranged from high school to medical diplomas. A similar 
proportion of participants from Case 1 and Case 2 were working full-time, part-time and 
as occasional staff. 
Management team. 
The management team was composed of five individua1s: the Director of 
Nursing; the Associate Director ofNursing for Medicine; the Oncology Co-ordinator; the 
Director ofPharmacy; and the Medical Director of the Oncology Program. 
Procedure 
Data was collected at three specific measurement times over a period of one year. 
The first data collection point was before the start of the AI sessions (Tl). Data was 
collected for the second measurement point (T2) at the last AI session at the end of the 
nine-month AI process. A three-month observation period followed to allow time to 
observe the implementation of innovative ideas and the organizations' responsiveness to 
the AI process. At the end ofthis three-month period there was a final data collection 
measurement point (T3). 
Appreciative inquiry. 
The four phases of the AI process were conducted over Il sessions within each 
case. The AI process is described in detail elsewhere (Richer & Ritchie, Manuscript 2). 
It consisted of two to three sessions for each of the four distinct phases: Discovery; 
Dream; Design; and, Destiny. At the end of the AI process, an action plan was produced 
by each of the health care teams and presented to al1 members of the management team. 
Data Sources and Study Components 
The results reported in this paper relate to five components of the conceptual 
framework: the concepts ofpsychological empowerment; work-based·social support 
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network; perceived organizational support and organizational response to the action plan; 
the action plan and job satisfaction; and, intent to stay measures. 
Yin (2003) recommends the use of multiple sources of evidence to aIlow the 
researcher to address a broader range of issues and to develop a converging line of 
inquiry. The sources of evidence used in this study were diverse and targeted specifie 
concepts at aIl measurement times. They consisted of questionnaires providing both 
quantitative and qualitative evidence, interviews and direct observation. 
Questionnaires. 
Questionnaires were administered to trace the evolution of job satisfaction and 
intent to stay, empowerment, social support network and perceived organizational 
support. The questionnaires were chosen for their reliability (Table 26) and previous use 
in health care settings with a variety of professionals. Open-ended questions on 
empowerment, social network and perceived organizational support were developed for 
this study and validated by expert researchers. Participants' narrative responses to 
questions permitted data triangulation with the quantitatiye results and provided a richer 
description of the concepts being examined. 
Interviews and direct observation. 
Targeted interviews with members of the management team and observation of 
management meetings were used as strategies to trace the extent to which the 
organization took action based on the proposed action plans. A total of 15 interviews of 
45 to 60 minutes each were conducted. Observations were done during six regularly 
scheduled management meetings, five with nurses and pharmacists and one strategie 
planning meeting including managers from nursing, pharmacy, medicine, finance and 
support services. 
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Table 26 
Validity and Reliability of Instruments 
Instrument Reliability coefficient Validity 
Job Satisfaction Survey Nine subscales, oc from 0.60 to Construct and 
(Spector 1985) 0.83 (Spector, 1997) * convergent validity 
Total satisfaction score oc = 0.89 established (Spector, 
(Blau, 1999). 1985) 
In this study: a = 0.86 
Intent to Stay Scale (Shore oc = 0.78 (Shore & Martin, 1989) Convergent validity 
& Martin, 1989) and 0.74 (Hunt, Osborn & established (Shore & 
Adapted from Hunt, Osborn Martin, 1981). Martin, 1989) 
and Martin, (1981) In this study: a = 0.75 
Spreitzer's Psychological oc = 0.62 to 0.80 (Spreitzer, 1995; Construct validity 
Empowerment Scale (1995) Manojlovich & Laschinger, (Kraimer, Seibert & 
2002). Liden, 1999) 
In this study: a = 0.84 Convergence and 
divergence validity 
(Laschinger et al., 
2000; Spreitzer, 1995) 
Fiore, Coppel, Becker & Descriptive tool previously used Construct validity 
Cox (1986) adapted version in health care. Used so (Fiore et al., 1896) 
of Antonucci' s Social participants diagram their social 
Network Questionnaire network (MacPhee & Scott, 
(Antonucci, 1986) 2002) 
Perceived Organizational oc from 0.74 to 0.95 (Eisenberg et Construct validity 
Support Measure al., 1986, 1990, 1997) and 0.91 (Shore & Tetrick, 
(Eisenberg, Huntington, (Burke, 2001). 1991) 
Hutchison & Sowa, 1986) In this study: a = 0.93 
*oc = Cronbach's alpha 
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Data Analysis 
A temporal bracketing strategy was used to analyse the cases (Langley, 1999; Van 
de Ven & Poole, 2000). This strategy involves decomposing the data into three 
chronological sequences that are then compared in the analysis between cases. Both 
qualitative and quantitative data analysis methods were used and data were triangulated to 
permit the examination of the trends in results. This analysis process allows each case to 
be viewed as comparable unitsof analysis and then permits a cross case analysis to 
identify convergent and divergent trends between the cases (Van de Ven, 1987; Van de 
Ven & Poole, 2000). 
Qualitative data analysis. 
Qualitative data consisted of verbatim transcripts of the qualitative questionnaires 
as weIl as notes from interviews and meetings. Content analysis was done according to 
the method proposed by Miles and Huberman (1994) with three concurrent flows of 
activity: data reduction; data display; and, conclusion drawing/verification. To ensure 
reliability, a clear protocol with distinct theoreticallinks and a case study database based 
on the sources of evidence used for each research question was developed. Validity 
issues were addressed by multiple sources of evidence, the establishment of a chain of 
evidence and pattern matching between types of evidence. AlI promoted a convergent 
line of inquiry and ensured the validity of the study. 
Quantitative data analysis. 
Descriptive and inferential statistics were performed using the Statistical Package 
for Social Sciences (SPSS) version 12.0. In order to evaluate how the AI intervention 
promoted changes in health care professionals' job satisfaction and intent to stay, as well 
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as sense of empowerment, social support network and perceived organizational support, 
one-way repeated measure ANOVA's were conducted. In order to explain how much of 
the variation in job satisfaction and intent.to stay was explained by empowerment and 
perceived organizational support, multiple regression analyses were done. 
Special attention was given to missing data. A meticulous examination of the 
study data set revealed that sorne questions indicated "non-applicable" responses. These 
were observed on responses of physicians and volunteers largely on the job satisfaction 
survey. This can be explained by the distinctive status of physicians and volunteers 
within the health care organization as sorne of the questions related to pay, promotion or 
supervision. For the purpose of quantitative analysis only, aIl physicians' and volunteers' 
questionnaires were removed from the final analysis. The final sample for the 
quantitative analysis consisted of 19 nurses, pharmacists and clerical staff in Case 1, and 
18 nurses, pharmacists, clerical staff and an aide in Case 2 for a total of 37 valid 
questionnaires. 
Ethical Considerations 
Ethical approval was obtained from the Research Ethics Board of the institution. 
Careful consideration was taken to ensurethe confidentiality of the individual 
participants' responses. Co ding identified only professional groups and cases. 
Findings 
During the AI pro cess, a number of ideas emerged and were adopted by the health 
Care team within each case. The action plan produced at the end of the AI process (T2), 
incorporated ideas that included innovative work designs and processes for the creation of 
positive work environments. Sorne ideas were implemented during the three-month 
observation period that followed the AI process. Levels of job satisfaction decreased over 
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time, but intent to stay within the organization remained stable. Results related to 
personal, social and organizational components were generally positive but decreased 
over the three measurement times. Perception of organizational support and 
psychological empowerment explained sorne of the variance in job satisfaction and intent 
to stay results over the three measurement times. 
Innovative Ideas for Positive Work Environments 
Ideas emerged and were developed during AI through a process that favoured 
knowledge exchange and learning (Manuscript 3, Richer & Ritchie). Both teams' visions 
of a positive work environment focused on interprofessional collaboration and quality 
patient and family-centred care. These visions stemmed from central values related to 
their prior positive experiences within the health care team. Innovative ideas were 
proposed as a way to achieve this vision and were integrated into an action plan. Ideas 
principally involved novel processes to improve interdisciplinary collaboration and 
service delivery models to ensure a quality care environment for the cancer patient 
population. 
The Implementation of Innovative Ideas 
Analysis of the ideas implementation showed that, forboth cases, innovative ideas 
were implemented when they addressed the team's values about patient Care and when 
members from diverse disciplines participated both in idea elaboration and in the 
implementation process. The involvement of a champion and support from a member of 
the management team were also elements that influenced the implementation of ideas. 
F our of the seven ideas that were proposed by Case 1 participants during the AI process 
were implemented or partially implemented. The implementation process was slower in 
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Case 2. One innovative idea was implemented and two ideas were in the process of being 
implemented at the end of the three-month observation period. 
Variation in Personal, Social and Organizational Components 
Results show that there were no statistically significant differences over time in 
the personal, social and organizational variables that are linked to job satisfaction. Table 
27 shows that there was a decrease in the mean scores of participants' perceptions oftheir 
psychological empowerment and organizational support, and a slight increase in the mean 
scores of support network over time. 
Table 27 
Table of Means and Standard Deviations 
Case 1 (n = 19) Case 2 (n = 18) 
M(SD) M(SD) 
Psychological Tl 60.4 (9.43) 64.5 (7.83) 
Empowerment T2 61.4 (7.67) 64.8 (11.32) 
(Score range 12-84) T3 59.1 (7.54) 62.2 (9.48) 
Tl 3.5 (.5) 5.1 (.6) 
Social Support Network* T2 5 (.5) 5.6 (.6) 
T3 4 (.4) 5.7 (.7) 
Perceived Organizational Tl 62.05 (16.18) 66.4 (22.36) 
Support T2 59.9 (19.58) 61.9 (23.90) 
(Score range 17-119) T3 60 (22.96) 61.2 (22.58) 
* Mean number of people that participants feel closest to at work 
Psychological empowerment. 
As shown in Table 27, participants had a moderately high level ofpsychological 
empowerment at each of the three measurement times (central value = 48). Both 
qualitative and quantitative results, however, showed a decrease in different dimensions 
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ofpsychological empowerment over time, especially between Time 2 and Time 3. The 
participants from both cases generally identified feelings of a lack of control over 
practice, particularly in relation to their increased workload and patient complexity. This 
perception was consistent among nurses but not as apparent among other members of the 
health Care team. This was demonstrated by Case 1 participants' responses regarding the 
perceived similarities (or lack of) between work and their beliefs about standards of Care. 
At each measurement time, nurses felt that they were unable to provide care according to 
their values. This issue is portrayed in the following excerpt from a nurse: 
(. . .) Unfortunately with increased workloads, increased patient numbers, l feel 
that these aspects of care are often sacrificed. One is constantly trying to work 
harder, faster to keep up with the same standards yet, at the same time, you must 
ask yourself, at what point will this become impossible. This robs me of a sense of 
control over my job and trivialises what l feel is important. Increase[sic] 
workloads, heavier proto cols, sicker patients add to a sense of lack of control on 
many days. (N1-2) 
Sorne members of the health care team, despite these work pressures, took on the 
responsibility of influencing Care according to their values as portrayed by this nurse' s 
comment: 
l feel very strongly that a patient be treated with the utmost respect and empathy. 
This is the one area that 1 can have an effect on and "control" (N 7-3) 
In both cases, from Time 1 to Time 3 there was a decrease in the frequency of 
nurses' statements that indicated control and autonomy over practice. This general trend 
is also apparent in the empowerment scores presented in Table 27. Of the elements that 
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contributed to this decreased perceived control, sorne participants identified issues of 
deficient work organization and resources. Many members of the health care team 
considered that these conditions not only affected their work but also had an impact on 
patients' wait time and quality of services. 
Work-based support network. 
At all three data collection points, participants from both cases indicated that 
health care team support was essential to meet patient health care needs. Both nurses and 
other members of the health care team valued instrumental types of support to ensure 
adequate patient care and quality work environments. 
Even though sorne participants identified the importance of laughing or socialising 
at work, sharing expertise or workload was emphasized. For nurses and other members 
of the health care team, trust in the expertise or support from colleagues had a pivotaI role 
as illustrated by these excerpts: 
"Without support the work in this place is impossible some co-workers are more 
supportive then others. Support is necessary so 1 can eat my lunch in peace when 
1 give report. Also when 1 go home and 1 have to give report of my patients to the 
late nurse ensuring my patient will be fine (N12-1). " 
"lt makes al! the difference working with a co-worker you feel confident with. 1t 
has everything to do with feeling at ease, not judge, [sic] appreciated and 
supported in difficult situations (N9-1). " 
The analysis also showed that the ratio of instrumental versus socio-emotional 
support shifted over time. Participants identified instrumental support as an important 
source of support twice as often as socio-emotional support at the first measure, and this 
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was particularly evident among Case 1 participants. From T2 to T3, instrumental support 
remained almost constant and reference to socio-emotional and instrumental support 
increased in equal proportions in both cases. The increase in comments about the 
importance of emotional support was mostly from nurses. 
Perceived organizational support. 
As shown in Table 27, participants from both cases had a moderately low 
perception of support from their organization (central value = 68). Overall, nurses 
indicated that they received the most organizational support from their immediate 
manager. While the nurse manager was perceived as a great source of support and help, 
the higher levels ofhospital management were perceived as being far from the front-line 
and either unresponsive or unaware of the CUITent work situation. A few respondents 
from both cases however, saw the AI process as a positive step that demonstrated interest 
from higher management to address work environment issues. The following excerpt 
from a nurse demonstrated her hope and expectation in the outcome of the AI process: 
"This exercise demonstrates the interest of management, which is important to 
me. 1 look forward to seeing the outcomes. They will be important factors in 
deciding my career path. " (N14-2) 
One trend that characterized Case 1 participants is that both nurses and 
pharmacists perceived sorne injustice related to the distribution ofhuman resources in the 
oncology service. Nurses and pharmacists felt that their clerical staff and physician 
colleagues were overworked and that the organization needed to allocate additional 
resources to face the many demands of the job. 
Participants from both cases also indicated an improvement between Time 1 and 
Time 2 in their perceptions of rewards and job recognition. Sorne nurses described the 
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positive nature of their work environment and their appreciation of the resources available 
for advanced practice roles. Finally, at Time 3, a number ofrespondents from both cases 
pointed out that there were still no changes regarding their work environment and, given 
their perception of a crisis situation, they felt dissatisfied. Even though "things seemed to 
want to change" (pha 2-2), the speed at which changes occurred was dissatisfying. 
Job Satisfaction 
As shown in Table 28, levels of job satisfaction for both cases were moderate, just 
above the survey's central value of 126. As demonstrated in Table 29, these scores 
gradually decreased over the three measurement times and one-way RMANOVA's 
showed statistically significant differences in these mean scores for both cases. Further 
analysis was done on the nine job satisfaction subscales. In Case 1, results of 
RMANOVA testing satisfaction with pay, promotion, supervision, benefits, contingent 
rewards, operating procedures, co-workers, nature of work and communication subscales, 
showed no statistically significant difference over the three measurement times. Results 
ofRMANOVA in Case 2 however, showed that participants' satisfaction with operating 
procedures [F (2,34) = 5.301, MSE; 6.920, p = 0.010] and with the nature oftheir work [F 
(2,34) = 4.996, MSE; 2.228, p = 0.013 ] decreased significantly over the three measurement 
times (p < .05). 
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Table 28 
Table of Me ans and Standard Deviations for Job Satisfaction 
Case 1 (n = 19) Case 2 (n =18) 
M(SD) M(SD) 
Tl 132.05 (15.51) 135.72 (26.87) 
Job Satisfaction T2 126.26 (19.28) 132.56 (22.35) 
(Score range: 36-216) T3 125.68 (18.97) 125.28 (26.20) 
Table 29 
One-Way RMANOVAfor Job Satisfaction 
Souree Mean square df F p 
CASE 1 
(n = 19) 
Total JS 
Within 235.63 2 3.33 .047* 
Subjeet 
Effeet 70.63 36 
Error 
CASE 2 
(n = 18) 
Total JS 
Within 516.24 2 4.50 .018* 
Subjeet 
Effeet 114.71 34 
Error 
* p < .05 
Intent ta Stay 
Overall, as shown in Table 30, participants' intent to stay was 10w with mean 
scores below the central value of 12. This indicated a numberof participants were 
considering leaving the organization at the time ofthe study. The change in scores for 
intent to stay did not reach statistical significance (Table 31), but mean scores did 
increase slightly over time meaning that participants in both cases were somewhat less 
inc1ined to leave the organization as the study progressed. 
Table 30 
Table of Means and Standard Deviations for Intent ta Stay 
Case 1 (n = 19) Case2(n= 18) 
M(SD) M(SD) 
Tl 9.68 (2.33) 8.78 (2.73) 
Intent to stay T2 10.21 (2.62) 8.61 (2.43) 
(Score range: 4-20) T3 10.37 (2.98) 9.56 (2.81) 
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The multiple regression analyses demonstrated that perceived organizational 
support and psychological empowerment are important predictors of job satisfaction and 
intent to stay. This pattern was not consistent in both cases. For Case 1, the perceived 
organizational support at Time 1 significantly explained 20.6% of the variance in job 
satisfaction (~= .521, p < .05). Perceived organizational support at Time 2 explained 
29.2% (~= .546, p < .05) and 48.3% (~= .715, p < .05) of the variance in job satisfaction 
both for Time 2 and Time 3. Psychological ernpowerment explained 25.3% (~= -.542, P 
< .05) of the variance in the intent to stay at Tirne 2 and 43.8% CP = -.685, p<.05) of the 
variance at Tirne 3. 
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Table 31 
One-Way RMANOVA Tablefor Intent to Stay 
Source Mean square df F p 
CASEl 
(n = 19) 
ITS 
Within Subject 
Effect 2.439 2 1.537 .229 
Error 1.587 36 
CASE 2 
(n = 18) 
ITS 
Within Subject 
Effect 4.574 2 2.006 .150 
Error 2.280 34 
For Case 2, perceived organizational support at Time 1 significantlyexplained 
37.4% (P = .641, p < .05) of the variance in job satisfaction. At Time 2, perceived 
organizational support explained 34.5% CP = .620, p < .05) of the variance and at Time 3 
it explained 53.8% (B = .752, p < .05) ofthe variance in job satisfaction. None ofthe 
variables entered in the model significantly explained the variance of Case 2 participants' 
intent to stay. 
The results of the statistical analysis need to be interpreted with caution because 
of the limited number of individuals within each case. However, the triangulation of data 
from qualitative and quantitative source of evidence showed sorne trends. These trends 
are that both perceptions of psychological empowerment and perceived organizational 
support influenced participants' job satisfaction and intent to stay. The AI intervention 
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did not result in improved scores in psychological empowerment, perceived 
organizational support, support network nor intent to stay. Job satisfaction decreased 
over time. The AI process did, however, lead to innovative ideas and sorne ofthese ideas 
were implemented during the study period. 
Discussion 
The results of this study demonstrate that the AI process leads to the development 
of innovative ideas to improve work environments. These findings support the advocacy 
of experts in the field of health care management for approaches that place the c1inician at 
the heart of organizational changes to address issues of retention (Barney, 2002; Shannon 
& French, 2005). However, even though sorne ideas were implemented, results also 
show that, over time, overall job satisfaction significantly decreased. Perceived 
organizational support was a particularly important factor related to job satisfaction. 
Psychological empowerment and social support network were also important for both the 
retenti on of personnel and the creation of positive work environments. 
Receptive Contextfor Creating Positive Work Environment 
The results of this study support the body of literature suggesting that key 
ingredients to healthy workplaces and positive work environments are related to 
workload, autonomy, participation in decision-making, supportive relationships with 
peers and supervisors and open organizational communication (Duffield & O'Brien-
Pallas, 2003; Golden-Biddle, Hinnings, Casebeer, Pablo & Reay, 2006; Kramer & 
Schmalenberg, 2003; Tourangeau & Cranley, 2006). Implementing change regarding 
workplace environinents, however, does not depend solely on innovative ideas, but 
involves an array of factors. Indeed, in this study, participants saw support from the 
organization and collaboration of co-workers as important factors for the implementation 
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of change. This observation reflects thework ofPettigrew, Ferlie and McKee (1992) on 
the importance ofhaving a receptive context when initiating changes in health care 
organizations. When dealing with the ongoing and complex issues related to the retenti on 
ofhealth care personnel, promoting the emergence of innovative ideas with a process 
such as AI is essential. Results of this study demonstrate that the implementation of these 
ideas requires the presence of receptive conditions. These conditions include having 
substantial administrative support, sorne professional autonomy to influence the quality of 
patient care and the opportunity to build on interprofessional capacity through 
collaboration and having a common vision for patient care. 
Perceived organizational support. 
Perceived organizational support predicted a significant proportion of the variance 
in job satisfaction and this relationship was stable over time and across cases. This 
pattern was also evident from the analysis of participants' narrative comments indicating 
that, even though the perceived support from their immediate manager was positive, 
perceived organizational support was low and decreased over time. In addition, the fact 
that a process such as AI was conducted increased their anticipation of direct support 
from higher management regarding measures that would improve their work 
environments. 
Participants generally considered that positive steps needed to be taken with 
regard to their work environment to address issues of patient-centred care and 
collaborative practice. As demonstrated by the number and nature of the ideas that were 
proposed during the AI process, participants showed enthusiasm for and anticipation of 
changes. This might explain the stability, and even the slight increase, in the mean results 
of the intent to stay scale. The AI pro cess may have engendered hope that immediate 
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actions would be taken to change work environments. Without the perception of 
immediate actions however, dissatisfaction increased. These findings echo the results of 
Lavoie-Tremblay et al. 's (2005) study suggesting that managers must engage in and give 
support to aIl stages when initiating changes regarding work environments in health care. 
The results also support earlier studies establishing that the ways in which the 
organization supports and responds to issues raised by health care professionals and, with 
nurses in particular, have an impact on their general satisfaction (Kangas, Kee & McKee-
Waddle, 1999). Furthermore, according to the premises underlying the concept of 
magnet hospitals, issues related to organizational structure, support and responsiveness 
provide the means for nurses to use their expertise and knowledge to deliver quality care 
(Aiken et al., 2000) and are important factors in increasing the retention of nurses and 
other health care personnel (Bradley et al., 2001; Burke, 2003). 
Empowerment: The control over practice. 
The results of this study also suggest that improving the workplace environment is 
closely linked to the professional value of offering quality care. Members of the health 
care team from both cases reported a lack of control over clinical practice because of the 
increased workload and patient complexity. In cancer care particularly the increased 
workload caused by human resource issues has been persistent and is taking its toll on aIl 
health care workers' satisfaction (Buerhaus, Donelan, DesRoches, Lamkin, & Mallory, 
2001; Grunfeld et al., 2005). In this study, nurses reported that this lack of control over 
their practice created a decrease in congruence between their beliefs about standards of 
care and the work they are able to accomplish to meet these standards. The results are 
consistent with other empirical work pointing out the importance of providing greater 
access to structures that increase the autonomy and empowerment of staff in relation to 
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practice (Kramer & Schmalenberg, 2003; Laschinger, Finegan, Shamian & Wilk, 2001; 
Larrabee et al., 2003; Laschinger & Havens, 1997; Spreitzer, 1995). 
Implications for Practice and Future Research 
This study contributes to the body ofknow1edge on the benefits of participative 
strategies to find ways to address retention issues and improve work environments (Clark, 
2004; Lavoie-Tremblay, 2004; Lavoie-Tremblay et al., 2002; Lavoie-Tremb1ay et al., 
2005; Lavoie-Tremblay et al., 2006; Parsons, 2004; Parsons, Cornett, Sewell & Wilson, 
2004). While it is considered imperative to initiate change processes to create a positive 
workplace environment in health care, the results of this study demonstrate that it requires 
an integrated approach involving many dimensions that take into consideration the 
dynamic re1ationship between the context, the organization and the health care workers 
who are at the centre of change. 
This study provided sorne insights into the usefu1ness of 100 king at the interplay 
between personal, social and organizational components to better understand the impact 
of strategies that influence health care personnel retention. The findings confirmed the 
theoreticallinks proposed in the conceptual model (Figure 1) around the notions of 
support networks, empowerment and organizational support as contributors to improved 
work environments. Even though job satisfaction is generally recognised as a 
multifaceted construct, it is limited by a lack of understanding of the way different factors 
interact with one another. This was evident in the contradictory results of decreased job 
satisfaction and stable intent to stay results seen in this study. Further research is needed 
to better understand these constructs. 
The strength ofthis research resides in the observation of micro processes of 
change in a complex environment such as health care. It points out the importance of 
205 
actively involving allieveis of the organization in change processes such as those 
initiated in this study. The results ofthis study show that, while the AI process led to the 
development of innovative ideas and the implementation of sorne, lack of perceived 
organizational support intervened to decrease job satisfaction. The findings also suggest 
that upper management support is required throughout change pro cesses such as the one 
initiated in this study. In future studies, multileveled interventions should be pursued to 
facilitate the implementation of the ideas, actively involving upper and middle managers 
in the process. The three-month observation period following the AI might have been too 
short to observe the implementation of more of the innovative ideas. If using a criterion 
of statistical generalizability to assess the study methodological rigor, another limit is the 
number of participants per case in relationship to the quantitative analysis. 
The plan for the quantitative analysis however did not seek to achieve statistical 
generalization. Rather, it was designed to achieve analytical generalizability when 
triangulated with the qualitative analysis (Yin, 2003). That is, the generalization of the 
results to a specific theory rather than a particular population. Therefore, a discussion of 
power analysis and statistical generalization could be considered inappropriate in this 
study. 
In conclusion, cost containment and restructuring initiatives of recent years have 
had a detrimental effect on workplace quality (Baumann & Blythe, 2003, Zboril-Benson, 
2001). In the views of Van de Ven (1986), an organization can only survive when it 
pursues new initiatives. Ideas cannot by themselves improve the organization without the 
accompanying change, otherwise only the potential for improvement exists. This 
suggests that the organization needs to be receptive to and supportive of these new ideas. 
Initiating a process that builds on positives such as AI in an environrnent that is often 
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depicted as complex and fraught with problems may weIl be the first step towards 
promoting the emergence of innovation in health care. By bringing individuals and teams 
together to uncover their strengths and successes, the AI process inspired hope. The 
organization must then respond and take action to support change. In the context of 
health care, AI is a way to envision organizational change by building on its most 
important asset, its people. 
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Chapter 6 - Summary and Conclusion 
This study examined the effect of an Appreciative Inquiry intervention on the 
retenti on of nurses and other professionals and on the development of innovative ideas 
regarding the organization of health services in a hospital setting. The study also 
explored how AI affected personal, social and organizational factors known to influence 
both the emergence of innovation as weIl as job satisfaction. 
Conducting an AI process led to the development of innovative ideas and the 
implementation of sorne of those ideas. Many of the innovative ideas related to the link 
between the health care personnel' s plan for the development of a better work 
environment, and their values regarding the provision of quality and safe care to their 
patients. The non-application of the se measures decreased the health care personnel's job 
satisfaction. 
Results showed that members of the health care teams had moderately high levels 
of psychological empowerment, suggesting that they had the sense of being able to 
influence organizational outcomes (Spreitzer, 1995). However, of the 13 main ideas 
proposed in the action plans, only three ideas were implemented and components of three 
other ideas were initiated. Health care personnel alone were unable to implement most of 
the proposed ideas. These conclusions support the need to design focused change 
interventions that look at a specific area for improvement and establish proper support 
mechanisms for implementation. For example, a steering committee composed of middle 
and upper management could endorse and support the implementation of the ideas. 
The AI process allowed members of the interdisciplinary team the opportunity to 
share and discuss their beliefs and central values regarding the care of patients and their 
vision for better work environments. Throughout the AI process, discussions and 
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exchanges between the different members of the team also permitted the emergence and 
the refinement of innovative ideas. These results support the notion that innovation is a 
social process that is enhanced when a number of different people with different skills 
and competencies are involved (Lundvall, 1992) within a "space" where knowledge can 
be shared (Nonaka & Konno, 1998; Nonaka, Toyama & Konno, 2000). This underlines 
the importance for health care organizations to commit resources so that members of the 
interdisciplinary team can meet and exchange knowledge for the creation ofbetter work 
environments. 
The results of this study also show that creating a "space" is not enough. The 
health care team members' perception about support from their organization was an 
important predictor ofboth the implementation ofinnovative ideas and job satisfaction. 
This finding demonstrates the importance of considering organizational support when 
initiating a change process. It confirms other reports that organizational support is a key 
factor and that multilevel interventions are needed to tackle the issue of changing work 
environments (Golden-Biddle, Hinings, Casebeer & Reay, 2006) to ensure the retenti on 
of health care personnel. 
Conceptually, the results also confirmed the need to adopt a sociological 
understanding of organizations and a framework that links the empirical evidence related 
to the retention of health care personnel to theories about organizational change and 
innovation (Chapter 2 - Manuscript 1). Based on the understanding that health care 
organizations are complex and influenced by both the external and internaI context as 
well as the interactions between many individuals, the multiple case study methodology 
permitted a better grasp of the interplay between the context, content and process 
components of change (Langley, 1999; Pettigrew, 1997; Van de Ven & Poole, 2000). 
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Finally, the complexity of the health care environment will only increase with the 
developments of information management systems and new communication technologies. 
Ruman knowledge, however, remains unique and in the development of innovation, the 
influence of social network, interdisciplinary collaboration and an organizational culture 
that supports change aU play major roles. 
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Appendix 1 
Description of the Appreciative Inquiry process and list of appreciative questions 
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Description of the Appreciative lnquiry pro cess 
Discovery Dream Phase Design Phase Destiny Phase 
Phase 
Description Recognise Connect images Create a vision Create actions 
and evoke the from the past to that represents the around the 
potential of a possibilities for ideal for the organization/ group' s 
group through the future of the organizatiolY group core strengths 
positive organization/ group 
inquiry 
Objective -Bring into -Bring the group -Articulate -Create actions 
focus what to envision the Provocative around the 
gives life and possibilities for Propositions Provocative 
energy to change based on or symbolic Propositions, giving 
people common values statements that form to values and 
through the represent what is ideals that are 
sharing of the best in the central to the group 
positive past organization. 
experiences. They describe how 
-Shift the everyone can 
balance from participate in 
what is not creating more of 
working weIl the pest 
to what is 
working 
Activity -The group -Common themes -Provocative -The group creates 
breaks into and central values propositions are an action plan 
dyads are identified from formulated from -Individuals or small 
-Participants the positive stories the central values groups commit to its 
interview that were shared shared by the application 
each other group 
using a set of 
predetermined 
questions 
-The group 
gets back 
together, 
shares results 
-A list of 
answers IS 
generated 
# of Sessions 2 3 2-3 3-4 
List of appreciative questions 
1.· What do you consider to be the peak experience, a time when you felt the most 
committed, and the most alive in your work? 
243 
2. Recall a time when you felt the most connected to your team (multi), what made it 
special? 
3. What it is that you value the most about: 
o Your profession 
oThe oncology department 
oThe team that you work with 
4. In your perspective, what value does team work add to: 
o Yourself 
oThe clinics 
oThe hospital 
5. What do you consider to be the core factor that gives life to the oncology 
department, that without it, the department would not be the same? 
6. If you were a genie, what three wishes would you make to improve the oncology 
outpatient department? 
Appendix 2 
Action plans 
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Proposed Action Plan Case 1 
PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: 
PROPOSITIONS FROM: 
We are adynamie 1. In order to work as adynamie Who: Present to the Je., Date set January 
interdisciplinary team interdisciplinary team, ail members hemat%ncology ME 19,2005 
providing cutting edge of the oncology/hematology clinic multidisciplinary M-L Noon-lpm 
evidence based quality team develop common goals/vision professional group Nominated to present 
patientlfamily centred care to (Include Nurses (nurse manager, during one of their action plan 
the ever-growing medical CNS, NPDE), data managers, a regular rounds 
oncology and malignant patient representative, patient Goals: develop 
haematology population. attendant, pharmacists and technical Time: Wednesday 12- common vision, 
assistants, physicians, social worker, Ipm introduce notion of 
secretaries and volunteers). interprofessional 
Financial imI1lication: collaboration 
lunch pa id by nursing 
2. In order to deal with the Have appropriate Interdisciplinary team Medium to long 
complications and toxicity of the physical space for a Various directors term 
treatments given at the clinic, initiate clinic CEO 
a separate clinic (appointment based Governing bodies 
and walk in) staffed and managed by Financial imI1lication: 
an associate medical practitioner, for material, physical 
nurses, a pharmacist and a secretary. and human resources. 
--
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: 
PROPOSITIONS FROM: 
Add or reorganize Short term: June 
human resources: 2005 
1 
1. Full time clinical 
associate 
- 2. Add a nurse in 
treatment area 
3. Add a pharmacist 
4. Add a secretary 
3. Address the care needs of the non- Financial imQlication: To be discussed at the Med to long term 
malignant patient population by for material, physical muitidisciplinary 
having a separate clinie staffed by a and human resourees. forum 
designated group of nurses and 
seeretaries 
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: , 
PROPOSITIONS FROM: 
4. In order to provide cutting edge 
evidence based quality care establish: 
a) EB Standards of care for safe a) Ongoing knowledge a)ME a) Ongoing 
patientlhealth care professional ratio. development in this For the nursing 
area is transmitted to Group 
clinicians P. L for pharmacy 
b) Multidisciplinary patient rounds b) One ho ur per month, b )Interdisciplinary b)At 
the set up ofthis team Jan 19 meeting 
practice will be 
discussed at 
multidisciplinary forum 
c) Training programs c) Orientation and c) ML for the nursing c)ASAP 
preceptorship programs group (Iink) 
to be adapted to the 
oncology population 
for new nursing and 
health care personnel 
d) Continuing education programs, d) Ongoing d) Multidisciplinary d) Ongoing 
e) Journal clubs within disciplines or e) One hour per 6 e) Discuss within e) Jan 2005 
in multidisciplinary team wh en weeks. disciplines and at 
relevant. multidisciplinary 
meeting 
----- --------_ .. _---
----------
-_ ......... -
-
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: ! 
PROPOSITIONS FROM: 
This vision is achieved by 5. Regular staff meeting for planning, One hour per month -Nurse manager (JC) Starting Dec. 
qualified passionate staff and raising issues or concerns -Pharmacy site 2004/early 2005 
invested in a learning and relevant to the team of professionals, For example, for the director (Mrs K) 
nurturing environment and th en each professional/workers group nursing group: -Secretary 
made possible through: bring issues to the interdisciplinary coordinator 
forum (the green team) Time: Thursdays 8-9 (MrBB) 
a) Strong forward thinking am -Physicians to 
representative leadership. organize and conduct 
Space: medicallibrary, meetings 
roomA7-136 
Financial implication: 
OT for staff not booked 
to work 
Coffee 
Service implication: 
start scheduled c1inic at 
9 am on Thursdays 
b) Organized collaboration 6. Once a month members of the Time: One hour per ME - CNS nominated Starting January 
among the interdisciplinary multidisciplinary team and a month, the tirst Friday to facilitate selection 2005 
members. nominated representativè from the of each month of group rep. 
management group get together in a 
forum where decisions are taken and Space: Medical library, Chair and terms of 
carried out. room A7-136 reference to be 
decided 1 st meeting 
To facilitate this process: This forum include: 
• Each of the professional/workers' 2 physicians (1 onco, 1 
group nominate 2 representative hemato) 
that have the power and authority 2 nurses P F (can support) for 
to communicate issues to the next 2 pharmacist the diffusion of Proposed Title: 
level of decision makers; 1 clinic secretary material Oncology en bref 
• An administrator/decision maker 1 administrative 
------
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: 
PROPOSITIONS FROM: 
1 
1 is selected form the oncology secretary 
1 
group 1 volunteer 
1 representative of 
• Professional/worker group rep is health care prof. 
expected to report back to their 1 adminldecision maker 
respective groups 1 representatives of 
data managers 
Administrator/decision maker 
expected to communicate Financial imQlication: 
results/actions, back to the forum OT for staff not booked 
to work 
c) State of the art facilities, 7. Physical space and resources that 
resources and equipment permits the implementation of a safe 
environment for the patients and staff. 
a) More physical space for proper a) and b) a) and b) a) Med to 
infection control strategies. Ongoing, currently J. C siton long-term 
being worked on by committees 
, 
various working groups 
b) Safe environment for the disposai b) Immediate 
of chemotherapy 
c) Have a dedicated, weil trained c) Financial c) Short term 
house keeper to ensure the cleanliness implication: creating a 
of the clinics (D+E shifts) full time position 
Space: Provide space 
for dedicated 
-- ---- --
pillebotomi~~ 
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT NEEDED TARGET DATE: 
PROPOSITIONS FROM: 
8. Within a model of primary nursing Financial im12lication: Various directors June 2005 
care and in order to offer a full range Create FT positions for: for budget 
of integrated and seamless services to implication 
answer the specific needs of the ever Primary nurse, 
growing patient population, Dedicated oncology 
create/open positions for: clinic pharmacist and 
dedicated 
-Nurses phlebotomist 
-Dedicated oncology c1inic 
pharmacist 
-Dedicated phlebotomist 
-Psychologist 
-Nutritionist 
-Physiotherapist 
-Occupational therapist 
1 
Psychologist To be Early 1 
Nutritionist, Physio and discussed at 2005 
OT readily available for Multidisciplinary . i 
consultation Forum for 
Process/implementati 
on 
- --
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Proposed Actions Plan Case 2 
PROVOCA TIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
With optimal ongoing 1 .In order to ensureoptimal collaboration among The oncology multidisciQlinary 
resources the the interdisciplinary team: core group is composed of: 
interdisciplinary -Nurses: C. et M. 
oncology team Form the "oncology clinic multidisciplinary core -Pharmacist: G. Provisional co-
provides holistic Cbio, group" to develop a common vision and guaranty -Oncologist: Dr H. chairs 
psych, social, spiritual) the continuing development and sustaining of the -Clerk: To confirm G.andC. 
and individualized oncology clinics' mission. -Volunteer: M. B. (Official Start process 
patientlfamily centered -Psychologist: Dr G. appointment to by early 2005 
care 24/7 Made of 1 or 2 representatives from each be made at first 
professional and worker's group, this core When: meeting) 
group will discuss issues brought up by their Terms of reference to be 
respective groups and put forward decided at first meeting, could 
propositions that will be communicated to the be once per month (3 rd week 
"Drivers" team that will address and bring of the month) J. K official 
the se issues forward. recorder 
The Drivers team is composed 
of 
Prof /worker group Nursing: CB 
Communication flow l Physician: Dr M. Pharmacist: G. G. Dr M. and Mr G. 
to be approached 
Core group When:Could be once per byC.B 
Communication flow l month (4th week of the month) 
Resources: $, Time to relieve 
Drivers team chairs 
-------
2.52 
PROVOCA TIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
2. In order to offer holistic and individualized Core group and 
patientlfamily centered care to the increasing drivers group 
oncology patient population using ambulatory representatives 
care: 
Organize and conduct an oncology retreat Retreat glanning committee: C. B. to explore 
bringing together managers, and members of the C. secretary links with the 
interdisciplinary team to discuss about selected C. L., nurse Case 1 By June 2005 
issues related to: oncology/hemato 
J. Nurse logy cIinics 
Human resources: M. B. , Volunteer 
-Having the sufficient staffto address current G. B. pharmacist 
needs, (nurses, dedicated pharmacist etc .. ) E C Volunteer 
Services: Invited to the retreat: (contact, member 
-Having access to a full range of services to Nurses, MD's, Pharmacists, of patient 
answer multiple patient needs support staff, member of committee) patient committee, volunteers, 
Explore creative/innovative initiative social worker, physio, 
Iike laughing on wheel nutritionist, pastoral services, Support from the 
Explore the creation of a young adult Directors (nursing, medicine, various directors 
pharmacy), Dr Porter, of the cancer center 
members of the Foundations Oncology 
Physical resources Division 
Having the equipment to ensure optimal care: Financial implication: 
Hoods for pharmacy Funds for the retreat 
Beds adapted to the oncology patients 
Wall mounted or better adapted oxygen 
and suction devices 
Having the appropriate physical environment: 
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
Better room set up Explore and identify potential 
Isolation rooms with bathrooms and sinks benefactors (ie Cedar) to get 
Storage space funds for Physieal resources 
W orking station for clerical staff needs 
Office space for physicians When: once per year as needed 
Offices for pharmacy (l or Y2 days) 
3. In order to provide care in an optimal physical Human resources: Various directors ASAP 
environment, offer: • Trained competent 
Appropriately maintained, clean and pleasant housekeeping 
environment (ie: unstained bed sheet, weIl personnel dedicated to 
painted walls, clean curtains) the oncology clinies. 
Financial resources: 
To "Beautify" the environment 
.. 
----_.-
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PROVOCA TIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
4.In order to offer appropriate care at aIl ime April 2005 
(24/7) initiate: 
a) An Evidence-based telephone triage in ODC a) Time and resources to: a) C B. and M.S. 
1 
and M7, based on the Cancer Care Ontario maintain Contact 
guid~lines Develop a training workshop with: 
for M7 and ODe staff L. M in Ottawa 
Explore/develop role of triage 
nurse M.and 
Explore the need for a S. to help 
dedicated telephone line for 
1 
M7 andODC 
Financial resources: Various Directors Ongoing 
Portable phones of the onco 
Explore M-A-J funding division 
Discuss at retreat 
Various Directors 
~--
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PROVOCA TIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
A. S with space 
committee 
b) Establish formai collaboration/links with b) M S. part of this group L.W Mid-long 
Inpatient units and PCU term: 2006 
Participating to meetings with leadership group Establish links 
on MIO, M6 and S9W. with MIO, M6, 
S9W,M7,ODC, 
Establish formai links with PCU (J. Gagnon and and gate keeper 
Dr Gagnon), within 
ER 
c) Plan and develop a day hospital with a clear c) Physical resources and 
mandate of servicing oncology related medical equipment 
emergencies run by associate medical practitioner Space on A2 with ER 
(physician or nurse practitioner) that has links equipment and isolation room 
with consultants within the organization. (2) 
Establish clear guidelines and formalize links Human resources: 
between physicians and services nursing unit coordinator, 
patient attendant nurse 
d) Have an oncology ER service at the Glen site practitioner and hardware Long term 
~---
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PROVOCATIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
Aligned with this 5. Create an environment that foster support and 
vision and in a caring collaboration by having: 
and supportive 
environment, each a) Common room for ail staffto have lunch, rest, To be discussed at the Support from 
team member: conference multidisciplinary groups and at Driver team as 
the retreat needed 
b )Have access to psychological support for staff 
a) Brings an to deal with issues of losses or burnout 
individualized and 
valued contribution 
b )Delivers excellent 6. In order to offer best care possible to the 
and optimal oncology oncology population in ODC and throughout the 
care in a context of hospital: 
evidence-based 
practice, ongoing a)Offer multidisciplinary teaching sessions within a)N. and G. to gather 
research and education one week of the start oftreatment (include information and plan Spring 2005. 
pharmacy, nursing and volunteers) 
b)Develop workshop for the nurses on M6, MIO b) M. with the leadership February 
and S9W group from MIO, M6, S9W 2005 
'---
1.57 
PROVOCA TIVE PROPOSED ACTIONS RESOURCES SUPPORT TARGET 
PROPOSITIONS NEEDED FROM: DATE: 
The flow of activities 7.In line with the main mission of offering quality **Pointed out as the Action Support Yearly 
at the clinic is efficient individualized patientlfamily centered care, the plan Priority** from: Object. 
as a result of effective clinics efficiency is evaluated by gradually Multi- Starting 
communication and having waiting time reduced to 30 minutes to Yearly objectives to be disciplinary core with 
coordination among all access physieians, and 1 hour for the access to determined by the group 2005/2006 
members within and treatment multidisciplinary core group. 
outside the 
interdisciplinary te am In order to achieve this efficiency measure: 
'a) Offer the right service at the right time: For ex. 
- Offer point of care blood testing or the To be discussed at the The Drivers 
flexibility to do bloods the day before multidisciplinary core group Team 
-Offer dedieated time for chemo treatments and at the retreat 
-Radiology services timely access and reporting 
-Respect scheduled clinic time (clinie on time) N. to explore point of care 
testing models within the 
b) Offer coordinated care"by having: for example: hospital 
-Personalize appointments between blood taking, 
physicians and chemo treatments 
- The pre-prescription of chemo treatments when 
possible 
- Have the chart travel with the patient in a , 
logical sequence 
-Have electronic charting accessible by each 
disciplines 
-have customized electronic reporting 
c) Coordinate support services to patient: for ex. Links to be made with the Early 
- Registrars office to handle insurance and other Registrar's office, iufo to be JK NPDE 2005 
claims distributed to heath care team 
- Have shuttle service available for patients. 
-_ .. -
Appendix 3 
Field Note Guide 
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Field Note Guide 
Date: Case: RVH 0 MGH 0 Session #: Phase: 
------ ----- --------
Time start: Time end: 
Total # ofParticipants: ____ _ 
Discipline: RN __ MD __ Pharmacist : ____ Clerical staff : __ Volunteers : ____ _ 
Seating Arrangements: _______________________ _ 
Non-verbal behaviours: 
------------------------
Particularities: 
Researcher: 
-------------------
Observer: 
---------------
Appendix 4 
Demographie Data Questionnaire 
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What is your profession? 
Nurse 0 Pharmacist 0 Clerical staff 0 Physician 0 Volunteer 0 
What is your date ofbirth? ____________________ _ 
How many years have you been in this profession/position: __________ _ 
How many years/months have you been working at the oncology clinic? 
------
How many years/months have you been working for this organization? _______ _ 
What is the last diploma that you obtained? 
High school 0 
College/CEGEP 0 
University: Certificat/Dipl. 0 
BSc 0 
MSc 0 
PhD 0 
Fellowship 0 
What is your CUITent work status ? 
Full time 0 
Part-time 0 
Occasional or 
A vailability 0 
Appendix 5 
Qualitative Questionnaire 
262 
Please fill in this questionnaire in the space provided, write on the back of the sheet if you 
need more space. 
263 
1. Describe the way in which your work at the oncology c1inic allows you to feel in control 
(or not) over what you think is important in your profession. Please explain. 
264 
2. Descrihe how the support and the relationships with your co-workers influence your work 
at the oncology clinic. Please he explicit 
265 
3. What are yOuf impressions of the support that you receive from the Hospital's and/or the 
oncology clinic's management? Please be explicit. 
Appendix 6 
Empowerment at Work Scale 
Spreitzer, G.M. (1995). Psychological empowennent in the workplace: Dimensions, 
measurement, and validation. Academy of Management Journal, 
38(5), 1442-1465. 
Permission to use the instrument obtained December 1, 2003 
from Dr Gretchen Spreitzer. 
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Please indicate your degree of agreement or disagreement STRONGLY 
with each statement DISAGREE 
1. The work 1 do is very important to me 1 2 
2. My job activities are personally meaningful to me. 1 2 
3. The work 1 do is meaningful to me. 1 2 
4.1 am confident about my ability to do my job 1 2 
5. 1 am self-assured about my capabilities to perfonn 
1 2 
my work activities. 
6. 1 have mastered the skills necessary for my job. 1 2 
7.1 have significant autonomy in detennining how 1 do 1 2 
myjob. 
8. 1 can de ci de on my own how to go about doing my 
2 
work. 
9.1 have considerable opportunity for independence 
1 2 
and freedom in how 1 do my job. 
10. My impact on what happens in my department is 1 2 large. 
Il. 1 have a great deal of control over what happens in 1 2 
my department. 
12.1 have significant influence over what happens in 1 2 
my department. 
STRONGLY 
AGREE 
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3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
3 4 5 6 7 
,.., 4 5 6 7 .) 
3 4 5 6 7 
3 4 5 6 7 
Appendix 7 
Social Support Network 
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Antonucci, T.C. (1986). Measuring social support network: Hierarchical mapping technique. 
Generations, 10-12. 
Permission to use the instrument obtained December 29, 2003 from Dr Antonucci. 
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This questionnaire measures your support network at work. U sing the nested 
circles as showed above please insert numbers from 1 to 15 indicating the people closest to 
you at work. From 1 closest to the centre (you) of the diagram to 15 the furthest from the 
centre. The circles can be empty, full or anywhere in between (see example on the next page) 
• The first (1 ~) ring around the core contains those persons "Who you feel closest to 
atwork" 
• The second (2~) ring contains those individual "y ou feel close to at work, but they 
are still important to you" 
• The third (3~) ring contains pers ons " Who you feel LEAST close at work, but 
they are still important to you" 
270 
Once you finished to insert the numbers in the diagram, use the table below to list the 15 
members (maximum) from your support network and designate the role/relationship ofthese 
15 members (For example, member #1 nurse, #2 physician, #3 peer, #4 manager). You can 
give any labels that you feel de scribes best your relationship with this member. Do not insert 
names, only fill the role/relationship column. 
Network members RolelRelationship Label 
1-
2-
3-
4-
5-
6-
7-
8-
9-
10-
11-
12-
13- ,-} 
14-
15-
Are you satisfied with your work support network? 
Would you want to have more people in your network? 
Example 
@ 
" " 
YesO 
Yes 0 
t .. . 
NoD 
NoD 
.. 
-,' .... 
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Appendix 8 
Perceived Organizational Support 
Eisenberg, R, Huntington, R., Hutchison, S.& Sowa, D. (1986). Perceived organizational 
support. Journal of Applied Psychology, 71(3), 500-507. 
Permission to use the instrument obtained November 28, 2003 from 
Robert Eisenberger, PhD 
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Instructions 
Listed below is a series of statements that represent possible feelings that individuals might 
have about the organization for which they work. With respect to your own feelings about the 
organization, please indicate the degree of your agreement or disagreement with each 
statement by checking one of the severa! alternatives below each statement. 
Please indicate your degree of agreement or disagreement STRONGLY STRONGLY 
with each statement DISAGREE AGREE 
1. The organization values my contribution to its weIl- l 2 3 4 5 6 7 being. 
2. If the organization could hire someone to replace me 1 2 3 4 5 6 7 
at a lower salary it would do so. 
3. The organization fails to appreciate any extra efforts 1 2 3 4 5 6 7 forme. 
4. The organization strongly considers my goals and 1 2 3 4 5 6 7 
values. 
5. The organization would ignore any complaints from 1 2 ,., 4 5 6 7 j 
me. 
6. The organization disregards my best interests when it 1 2 3 4 5 6 7 
makes decisions that affect me. 
7. Help is available from the organization when 1 have a 1 2 3 4 5 6 7 problem. 
8. The organization really cares about my well-being. 1 2 ,., 4 5 6 7 j 
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Please indicate your degree of agreement or disagreement STRONGLY STRONGLY DISAGREE AGREE 
with each statement 
9. The organization is willing to extend itself in order to 1 2 3 4 5 6 7 help me perform my job to the best of my abilities. 
10.Even if 1 did the best job possible, the organization 1 2 3 4 5 6 7 
would fail to notice. 
Il. The organization is willing to help me when 1 need 1 2 3 4 5 6 7 
a special favor. 
12. The organization cares about my general 1 2 3 4 5 6 7 
satisfaction at work. 
13. If given the opportunity, the organization would 1 2 3 4 5 6 7 take advantage of me. 
14. The organization shows very little concem for me. 1 2 3 4 5 6 7 
15. The organization cares about my opinions. 1 2 3 4 5 6 7 
16. The organization takes pride in my 1 2 3 4 5 6 7 
accomplishments at work. 
17. The organization tries to make my job as interesting 1 2 3 4 5 6 7 
as possible. 
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Appendix 9 
Job Satisfaction Survey 
Copyright Paul E Spector 1985 aU right reserved. 
Permission to use the instrument obtained November 26,2003. 
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;.. 
CI: ;.. ;.. Iol 
Please circle' the one number for each question that cornes ;;. ..l ..l ;.. f:l ~ Iol CI: '" '" ;.. ;.. ... '" Iol CI: ë'ii Iol ..l ..l Iol ë'ii ;;. closest to rejlecting your opinion about if CI: CI: ... Iol ... Iol _ 
" :t " Iol " :t Iol :t Iol Iol Iol -..: u ..: i:I 
..: " CI: " CI: i:I CI: u :!l ., f!lo 
'" - " - " 0 " ., Q~ Q~ - ..l ..: èil ..: ~ ..: ~ i:I '" 
1. 1 feel 1 am being paid a fair amount for the work 1 do. 1 2 3 4 5 6 
2. There is really too little chance for promotion on my job. 1 2 3 4 5 6 
3. My supervisor is quite competent in doing hislher job. 1 2 3 4 5 6 
4. 1 am not satisfied with the benefits 1 receive. 1 2 3 4 5 6 
5. When 1 do a goodjob, 1 receive the recognition that 1 1 2 3 4 5 6 
should receive. 
6. Many of our rules and procedures make doing a good job 1 2 3 4 5 6 difficult. 
7. 1 like the people 1 work with. 1 2 3 4 5 6 
8. 1 sometimes feel my job is meaningless. 1 2 3 4 5 6 
9. Communications are good within this organization. 1 2 3 4 5 6 
10. Raises are too fewand far between. 1 2 3 4 5 6 
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.... 
'" .... .... '-l Please circle the one number for each question that cornes ;> ...l ...l .... t;j ~ '-l 0:: '-l '-l"" .... E- 001 
'-l 0:: 0( '-l ...l ...l 
'-l ~ ;;. closest to reflecting your opinion about if '" '" E- '-l E-l-' = 1-' 0:: 001 :c 0( ~ 1-' ::c '-l = '-l '-l 001 U 0( U 0( 1-' 
'" 1-' '" Q ~ ;:, ~o 
'" - 1-' - " 0 
0:: ;:, 
Q ::;: Q::;: - ...l 0( r;] 0( ::;: ~ :; Q '" 
Il. Those who do weIl on the job stand a fair chance of 
1 2 3 4 5 6 being promoted. 
12. My superior is unfair to me. 1 2 3 4 5 6 
13. The benefits we receive are as good as most 
1 2 3 4 5 6 
organizations offer. 
14. l do not feel that the work l do is appreciated. 1 2 3 4 5 6 
15. My efforts to do a goodjob are seldom blocked by red 
1 2 3 4 5 6 tape. 
16. l find l have to work harder at my job because of the 1 2 3 4 5 6 incompetence of people l work with. 
17. l like doing the things l do at work. 1 2 3 4 5 6 
18. The goals of this organization are not clear to me. 1 2 3 4 5 6 
19. l feel unappreciated by the organization when l think 1 2 3 4 5 6 
about what they pay me. 
20. People get ahead as fast here as they do in other places. 1 2 3 4 5 6 
21. My supervisor shows too little interest in the feelings of 1 2 3 4 5 6 
subordinates. 
22. The benefit package we have is equitable. 1 2 3 4 5 6 
Please circle the one number for each question that cornes 
closest to rejlecting your opinion about if 
23. There are few rewards for those who work here. 
24. l have too much to do at work. 
25. l enjoy my co-workers. 
26. l often feel that l do not know what is going on with the 
organization. 
27. l feel a sense ofpride in doing my job. 
28. l feel satisfied with my chances for a salary increase. 
29. There are benefits we do not have which we should 
have. 
30. l like my supervisor. 
31. l have too much paperwork. 
32. l don't feel my efforts are rewarded the way they should 
be. 
33. l am satisfied with my chances for promotion. 
34. There is too much bickering and fighting at work. 
;.. 
CI: ;.. ~ 
;> 
-' 
~ ~ ~ 
:il ~ ~ CI: 
[..') :: [..') Iol 
<u < CI ~ ;:> ~ 0 
Q::ë Q::ë 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
1 2 
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en - [..') - [..') 0 (3 ~ 
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3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4 5 6 
3 4' 5 6 
3 4 5 6 
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35. My job is enjoyable. 1 2 3 4 5 6 
36. Work assignments are not fully explained. 1 2 3 4 5 6 
Copyright Paul E Spector 1985 ail right reserved. 
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Appendix 10 
Intent to Stay 
Shore, L.M. & Martin, H.J. (1989). Job satisfaction and organizational commitment in 
relation to work performance and turnover intentions. Human Relations, 42(7), 
Permission to use the items obtained November 26, 2003 from L. Shore, PhD. 
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Which of the following statements most clearly reflects your feelings about your future 
with this organization in the oncology clinics: 
1. 1 definitely will not leave 
2. 1 probably will not leave 
3. 1 am uncertain 
4. 1 probably willleave 
5. 1 definitely willleave 
How do you feel about leaving the oncology clinics? 
1. 1 am presently looking and planning to leave 
2. 1 am seriously considering leaving in the near future 
3. 1 have no feelings about this one way or the other 
4. As far as 1 can see ahead, 1 intend to stay with this organization 
5. It is very unlikely that 1 would ever consider leaving this 
organization 
If you were completely free to choose, would you prefer or not prefer to continue 
working in the oncology clinics? 
1. Prefer very much to continue working for this organization 
2. Prefer to work here 
3. Don't care either way 
4. Prefer not to work here 
5. Prefer very much not to continue working for this organization 
How important is it to you personally that you spend your career in this organization 
rather th~n some other organization? 
1. It is of no importance at aIl 
2. 1 have mixed feelings about its importance 
3. It is of sorne importance 
4. It is fairly important 
5. It is very important for me to spend my career in this organization 
Appendix Il 
Evaluation of innovative ideas grid 
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Evaluation of innovative ideas grid 
An innovation is defined as new ideas that are developed to achieve a desired outcome by 
people who engage in relationships with others in changing institutional and organizational 
contexts. An innovative idea might be a combination of old ideas, a scheme that challenge 
the present order or a unique approach that is perceived as new by the people involved (Var 
de Ven et al., 1999). 
This grid is to evaluate the innovativeness of the ideas that were developed during the 
Appreciative Inquiry intervention as well as their perceived value for implementation. Please 
indicate the proposition number under which the idea was developed. Complete a separate 
evaluation of innovative ideas grid for each idea. 
Proposition # Idea: __________________ _ 
Idea Innovativeness 
1- The idea can be considered as innovative because: 
It is made of a combination of oid ideas 
2- The idea can be considered as innovative because: 
It is new and represents a unique approach 
3- This idea has been previously tried in the oncology clinics 
or implemented in this hospital 
Perceived Implementation Value 
Is this idea perceived as useful? 
Does it answer the needs of the organization? 
Is this ide a readily applicable? 
Do you believe the idea will be implemented 
Comments: 
YesDNoD 
YesDNoD 
Yes 0 No 0 
YesDNoD 
Yes 0 No 0 
YesDNoD 
Yes 0 No 0 
----------------------------
AYES answer at item # 1 or 2 and a NO answer at item 3 classify the idea as innovative. 
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Appendix 12 
Targeted Interview Guide for Management Team 
Targeted Interview Guide for Management Team 
To: Management team (Director of nursing, nursing associate director for medicine, head 
nurses, medical director of oncology) 
Purpose: To establish the organizational context of the oncology c1inics 
Targeted questions 
1- How would you describe the organizational structure 
in the oncology c1inics? 
2- What changes have occurred in the clinics 
in the last months? 
General questions: 
Probes 
What is your role in this 
structure? 
How have you adapted to 
the se changes? 
What is your perception of 
how the staff has adapted to 
the changes? 
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Is there anything el se regarding the oncology c1inics context that you think l should know? 
285 
Appendix 13 
Tables of Intercorrelations Between Variables - Case 1 and Case 2 
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Table ofPearson's Correlations - Case 1 (n=19) 
1 2 3 4 5 6 7 8 9 10 11 12 
I-Js t1 .75** .75** -042 -.23 -.21 -.24 -.04 -.12 .50* .42 .35 
2-Js t2 1 .86** -.36 -.24 -.24 -.28 -.02 -.09 -Al .57** .46* 
3-Js t3 1 -047* -.25 -.38 -.36 .04 .25 .54* .72* .65** 
4-Its t1 1 .69** .82** .02 -.59** -.57* -.37 -047* -.54* 
5-Its t2 .84** -.25 -.54* -.53* -.26 -.29 -.32 
6-Its t3 1 -.12 -045 -.69** -.29 -048* -.57 
7-Emp t1 1 040 .31 .08 -.16 -.11 
8-Empt2 1 .56* .23 .15 .23 
9-Emp t3 .33 .45 .60** 
10-0rg sup t1 1 .81 ** .80** 
11-0rg sup t2 .95** 
12-0rg sup t3 
* P < .05 (2-tailed) 
** p <.01 (2-tailed) 
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Table ofPearson's Correlations - Case 2 (n = 18) 
1 2 3 4 5 6 7 8 9 10 11 12 
I-Js t1 1 .78** .83** -.53* -.32 -.35 .16 .32 .15 .64** .55- .60--
2-Js t2 . 1 .87** -.64** -.65** -.61 ** .21 J8 .34 .44 .62-- .65-' 
3-Js t3 1 -.42 -.43 -.56* .19 .34 .29 JI .47- .75** 
4-Its t1 1 .70** -.57* -.44 -.53* -.57- -.39 -.55* -.32 
5-Its t2 1 .80** -JO -.42 -.50- .02 -J9 -JO 
6-Its t3 -J4 -J3 -.42 -.05 -.29 -.51 * 
7-Emp t1 .64** .61 *' .00 .37 JI 
8-Emp t2 .73*- .06 .32 .26 
9-Emp t3 -.14 .24 JO 
10-0rg sup t1 .56* .45 
ll-Org sup t2 .74** 
12-0rg sup t3 
* P < .05 (2-tailed) 
** p <.01 (2-tailed) 
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Appendix 14 
Consent Forms and Letter of Information 
The approach taken in this study is based on the fact that professionals and other health care 
workers are leaving health care organizations because of their dissatisfaction with its working 
environment. Many provincial and national reports are calling for an approach to planning 
reorganization of services that place the "clinicians" at the heart of the planning process. This 
study offers such an approach. 
Procedures: 
Appreciative Inquiry is an approach that helps groups to think about what works weIl in their 
organization and, through inquiry, dialogue and collaboration, creating a working environment 
satisfying for everyone. 
The Appreciative Inquiry intervention will be conducted over a period of approximately 2 to 3 
months and consist of 6-8 workshops and a wrap up meeting at the end of the intervention. In 
sorne instances the frrst sessions may include an individual meeting. Each group sessions are 
likely to bring discussions and brain storming on new ways to organize the oncology c1inics. 
Specifie content will depend on each group. The workshop sessions are planned during regular 
work hours lasting an average of 45 minutes to one hour. 
If you agree to participate in this study you will be asked to: 1) participate at one focused 
interview lasting approximately 30 minutes, to de scribe the organizational context of the MURC, 
2) invite the researcher (Marie-Claire Richer) toyour management meetings for a period ofthree 
months following the end of the intervention so she can observe and note the discussions around 
hurnan resources management issues related to the oncology c1inics' stafffrom your discipline 
and, 3) have a monthly phone/email or personal contact during the period of the intervention 
process in order to share any information with the researcher regarding changes in organization's 
policy, or context that could have a potential impact on the outcornes examined in this study. 
Risks and Discomforts: 
There are no foreseeable harms associated with participation in this study. The potential risks in 
this study may be to create expectations that immediate changes will occur in the oncology 
clinics, there are no guarantees that this study will bring forth such immediate changes. 
Benefits: 
You should not expect any direct benefit from participating in this study. However, the data 
collected from this study may bring forth changes in the oncology c1inics and advance the 
knowledge in the field of retention strategies of professionals within a health care institution. 
This will also bring the multidisciplinary team together to examine potential new ways of 
working together that are satisfying for both the health care professionals and for patients and 
their farnilies. 
Confidentiality: 
AlI information obtained during the course of the study will be kept strictly confidential in a 
locked filing cabinet at the nursing research department. Confidentiality will be maintained by 
having only a study identification number appear on the paper tracing data The researcher will 
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Cette étude se base sur le fait que de nombreux professionnels de la santé et autres travailleurs 
dans le domaine de la santé quittent leurs emplois parce qu'ils ne sont pas satisfaits de 
l'environnement de travail qui règne actuellement au sein d'organisations dans le secteur de la 
santé. De nombreux rapports fédéraux et provinciaux mettent de l'avant l'idée que la 
. planification de la réorganisation des services de santé doit passer par l'implication des cliniciens 
en les plaçant au cœur du processus de planification. Cette étude offre une façon d'y arriver. 
Procédures 
L' « Appreciative Inquiry » est une démarche qui amène les groupes à réfléchir sur ce qui 
fonctionne bien dans l'organisation. Par le dialogue, le questionnement et la collaboration cette 
démarche aide à créer un environnement de travail satisfaisant pour tous. 
L'intervention «Appreciative Inquiry» sera menée sur une période de deux à trois mois, 
comprenant de six à huit rencontres de groupe de travail ainsi qu'une session qui clôturera 
l'intervention. Dans certains cas, la première phase de l'intervention pourrait se faire par des 
rencontres individuelles. Il est probable que chaque rencontre de groupe suscite des discussions 
et remue méninges sur de nouvelles façons d'organiser la clinique d'oncologie. Le contenu 
spécifique des discussions dépendra du groupe. Les rencontres se dérouleront durant les heures 
régulières de travail et dureront en moyenne de 45 minutes à une heure. 
Si vous acceptez de participer à cette étude, vous devrez: 1) Participer à une entrevue d'une 
durée approximative de 30 minutes visant à décrire le contexte organisationnel du CUSM. 2) 
Accepter d'inviter la chercheure (Marie-Claire Richer) à vos réunions d'équipe de gestionnaires 
pendant une période de trois mois suivant la [m de l'intervention pour qu'elle puisse observer et 
prendre des notes sur des discussions au sujet de la gestion des services de ressources humaines 
pour le personnel de la clinique d'oncologie 3) Accepter de communiquer avec la chercheure 
(par courriel, .téléphone ou en personne) une fois par mois et ce pour la durée de l'étude afin de la 
renseigner sur les changements politiques ou contextuels survenus au sein de l'organisation, ce 
qui pourrait avoir un impact sur les variables examinées dans cette étude. 
Risques 
Nous estimons que votre participation à cette étude ne comporte aucun risque. Les risques 
potentiels de cette étude pourraient être de vous laisser espérer que des changements immédiats 
surviendront au sein des cliniques d'oncologie suite à cette intervention. Il n'y a aucune garantie 
que cette étude amène de tels changements. Bénéfices 
Vous ne devriez pas vous attendre à bénéficier directement de votre participation à cette étude. 
Les données recueillies lors cette étude pourraient cependant nous permettre d'apporter des 
changements au sein des cliniques d'oncologie et nous informer d'avantage sur des stratégies 
visant à retenir les professionnels au sein d'établissements du secteur médical. Cette étude 
donnera aussi l'opportunité à l'équipe multidisciplinaire de se réunir afin d'examiner de 
nouvelles façons de travailler qui pourraient autant satisfaire les professionnels de la santé que 
les patients et les proches qui fréquentent la clinique d'oncologie. 
Confidentialité 
Afin d'assurer la confidentialité des données recueillis lors des entrevues et rencontres avec 
l'équipe des gestionnaires, elles seront gardées sous clé dans une filière au département de la 
recherche en Sciences Infirmières du CUSM. Les grilles d'entrevues seront codifiées et le 
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The approach taken in this study is based on the fact that professionals and other health care 
workers are leaving health care organizations because of their dissatisfaction with its working 
environment. Many provincial and national reports are calling for an approach to planning 
reorganization of services that place the "c1inicians" at the heart of the planning process. This 
study offers such an approach. 
Procedures: 
Appreciative Inquiry is an approach that helps groups to think about what works weIl in their 
organization and, through inquiry, dialogue and collaboration, creating a working environment 
satisfying for everyone. 
The Appreciative Inquiry intervention will be conducted over a period of approximately 2 to 3 
months and consist of 6-8 workshops and a wrap up meeting at the end of the intervention. In 
sorne instances the fIfst sessions may inc1ude an individual meeting. Each group sessions are 
likely to bring discussions and brain storming on new ways to organize the oncology c1inics. 
Specific content will depend on each group. You will be asked to participate in these workshop 
sessions during regular work hours lasting an average of 45 minutes to one hour. 
Ifyou agree to participate in this study, you will also be asked to complete questionnaires on job 
satisfaction, intent to stay, empowerment, social support network and organizational support at 
three different times: 1) before the intervention begins, 2) at the end of the intervention, and 3) 
three months later. These questionnaires take approximately 45 minutes to complete. 
Risks and Discomforts: 
There are no foreseeable harms associated with participation in this study. The potential risks in 
this stuay may be to create expectations that immediate changes will occur in the oncology 
c1inics, there are no guarantees that this study will bring forth such immediate changes. 
Benefits: 
You should not expect any direct benefit from participating in this study. However, the data 
coIlected from this study may bring forth changes in the oncology c1inics and advance the 
knowledge in the field of retention strategies of professionals within a health care institution. 
This will also bring the multidisciplinary team together to examine potential new ways of 
working together that are satisfying for both the health care professionals and for patients and 
their families. 
Confidentiality: 
AIl information obtained during the course of the study will be kept strictly confidential in a 
locked filing cabinet at the nursing research department. Confidentiality will be maintained by 
having the participants of the study apply a code number consisting oftheir mother's first name 
and their own birth date to the questionnaire. The workshop sessions will be taped to facilitate 
the transcription of the information presented, in the transcript of the tapes, only the profession 
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Procédures 
L' « Appreciative Inquiry » est une démarche qui amène les groupes à réfléchir sur ce qui 
fonctionne bien dans l'organisation. Par le dialogue, le questionnement et la collaboration cette 
démarche aide à créer un environnement de travail satisfaisant pour tous. 
L'intervention «Appreciative Inquiry» sera menée sur une période de deux à trois mois, 
comprenant de six à huit rencontres de groupe de travail ainsi qu'une session qui clôturera 
l'intervention. Dans certains cas, la première phase de l'intervention pourrait se faire par des 
rencontres individuelles. Il est probable que chaque rencontre de groupe suscite des discussions 
et remue méninges sur de nouvelles façons d'organiser la clinique d'oncologie. Le contenu 
spécifique des discussions dépendra du groupe. 
Vous devrez participer à ces rencontres de groupe qui se dérouleront durant les heures régulières 
de travail et dureront en moyenne de 45 minutes à une heure. 
Si vous acceptez de participer à cette étude, vous devrez aussi compléter des questionnaires 
portant sur la satisfaction au travail, l'intention de rester en poste, l'autonomisation, le réseau de 
support social et le support organisationnel. Ces questionnaires devront être remplis : 1) avant le 
début de l'intervention, 2) à la fin de l'intervention et 3) trois mois plus tard. Le temps requis 
pour compléter ces questionnaires est d'environ 45 minutes. 
Risques 
Nous estimons que votre participation à cette étude ne comporte aucun risque. Les risques 
potentiels de cette étude pourraient être de vous laisser espérer que des changements immédiats 
surviendront au sein des cliniques d'oncologie suite à cette intervention. Il n'y a aucune garantie 
que cette étude amène de tels changements. Bénéfices 
Vous ne devriez pas vous attendre à bénéficier directement de votre participation à cette étude. 
Les données recueillies lors cette étude pourraient cependant nous permettre d'apporter des 
changements au sein des cliniques d'oncologie et nous informer d'avantage sur des stratégies 
visant à retenir les professionnels au sein d'établissements du secteur médical. Cette étude 
donnera aussi l'opportunité à l'équipe multidisciplinaire de se réunir afin d'examiner de 
. nouvelies façons de travailler qui pourraient autant satisfaire les professionnels de la santé que 
les patients et les proches qui fréquentent la clinique d'oncologie. 
Confidentialité 
Les renseignements provenant des questionnaires et ceux recueillis pendant les groupes de travail 
seront confidentiels et gardés sous clé dans une filière au département de la recherche en 
Sciences Infirmières du CUSM. Afin d'assurer la confidentialité des données recueillies, les 
questionnaires seront codés; on vous demandera d'inscrire un code sur votre questionnaire 
composé du prénom de votre mère et votre date de naissance. L'information provenant des 
rencontres de groupes de travail sera enregistrée sur bande audio afin d'en faciliter la 
transcription. Dans la transcription des bandes audio, les participants seront identifiés 
uniquement par leur profession, et non par leur nom. Les bandes audio seront détruites après la 
transcription. 
Les résultats de cette étude pourraient être publiés ou présentés lors de conférences scientifiques, 
mais votre nom n'y sera pas divulgué. Les données amassées lors de cette étude ne seront 
accessibles qu'à l'investigateur principal et les membres de l'équipe qui analysent et gèrent les 
données de recherche. , 
Afin de vérifier les données issues de la recherche, un membre du Comité d'Ethique du CUSM 
pourrait réviser les dossiers afin d'assurer leur conformité avec les réglementations 
institutionnelles concernant l'éthique de la recherche. 
Compensation 
Vous ne recevrez aucune compensation monétaire pour votre participation à l'étude. 
Avril 2004 2de4 
308 
Appendix 15 
Permission to reproduce Appreciative Inquiry - 4D Model 
